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CHAPTER 1
WHY PERFORMANCE OUTCOMES?

National Trends

In response to initiatives and discussons a nationd, Sate, and local levds, there isincreasing interest in
developing and implementing measures of system and client-level outcomes. Nationd organizations, sate
mentd health agencies, and county menta hedth authorities are currently in the process of developing and
implementing menta heglth performance outcome measurement systems to ensure accountability for the
expenditure of public behaviord hedthcare dollars and for ensuring high quaity and effective care to menta
hedth consumers. Asindicated in the following excerpts, performance outcome measurements are becoming
an increasngly important tool in making service-related decisonsin the public mental hedlth system.

“The demand for accountability has been pressng againgt the doors of menta hedlthcare organizations
and independent practitionersfor over adecade. The fast emerging age of managed care and universal
hedthcare has intensified the demand for accountability. It isnow very red and the doors have been
opened. State legidatures, the United States Congress, private payers, and consumers now routingly
ask questions about the necessity and quality of menta hedth services (Goodman, Brown, & Deitz,
1992; Mintz & Kieder, 1982). Asaresult, the menta healthcare profession has entered an era of
scrutiny never before experienced. To the practitioner who states that clinical needs and outcomes are
too subjective to measure and quantify, payers are posed to respond in this manner: ‘Then they dso
may well be too subjective to pay for (Brown, 1991)." "

“With pressures dl around for accountability in hedthcare services, implementing Strategies for
measuring and reporting outcomes has become away of life for providers. And in the psychiatric
specidty fidd, proving need and vaue generdly has been far more difficult than in the more physica
areas. However, that has begun to change, as there are greater data gathering and sorting capabilities
now than ever before. Sophisticated outcomes measurement and research in psychiatric care is gearing
up to change the rdlaionship with its payers.”

Efforts toward performance measurement on the nationd leve include, anong others, the Menta Hedlth
Statistics Improvement Program (MHSIP), Performance Measures for Managed Behaviord Hedthcare
Programs (PERMS), and Candidate Indicators for County Performance Outcomes. Table 1-1 summarizes
the proposed domains and measures for each of these nationad programs currently under development.

! Green, M. (1996) In Quest of Outcomes: the Larimer Project. Community Mental Health Journal 32(1),
11-21.
? Smith, J. (1993) Measuring an Inexact Science. Health Systems Review, 6-10.




TABLE 1-1: National Performance Outcome Systemsin Development

Nationa Program \ Domains Measures
MHSIPisacollaborative and The MHSIP Report The MHSIP Report Card’ s proposed
cooperative venture between the Federal | Card, aconsumer- measures include speed and accessto
Government and the States to work centered managed services, Affordability, parity of coverage,
towards achieving program, care report card, consumer access to information, absence
management, and performance coversthe general of cultural barrier, consumer health, quality
monitoring improvement through the use | domains of access, of life, reduction in psychological stress,
of data. MHSIP provides guidance and quality and and consumer productivity and
technical assistance regarding mental appropriateness, independence.
health information systems, promotes promotion/
uniformity through standards, and prevention and
facilitates meaningful comparisons of outcomes.

costs, performance and services.

The American Managed Behavioral PERMS organizes PERM S includes measures of service
Healthcare Association, representing performance utilization, cost, penetration rates, call
private managed behavioral healthcare measures into abandonment rates, and consumer
providers on anational level, hasfield- access, consumer satisfaction with accessto clinical care,
tested PERMS 1.0 utilizing data collected | satisfaction and efficiency, and effectiveness.
from MediCal records, administrative quality of care
dataand client surveys. domains.
Candidate Indicators for County The NACBHD's Individual indications and measures of
Performance Outcomes are being proposed system serviceinclude: level of staff cultural
developed by the Evaluation Center @ includes access, competence; location; speed, ease and
HSRI under a contract with the National | consumer timeliness; consumer satisfaction with
Association of County Behavioral satisfaction, comprehensiveness; integration of
Healthcare Directors (NACBHD). consumer outcomes, | serviceswith social supports; symptom
intersystem management and level of wellness; level of
outcomes, and independence; self-reliance and self

utilization domains. | esteem; level of consumer involvementin
work, school, social and family
relationships, contacts with other
community providers; use of hospital care;
and cost of services.

At the state level, performance measures are being developed in states that have, as wdll as those that have
not, introduced managed care reforms.  Serious efforts have been underway for anumber of yearsto develop
system and client measures to facilitate monitoring of contracts and to assst in continuous qudity improvement.
Approximately half of the satesin the country have developed, or are in the process of developing, report
cards or performance outcome measurement systems.



Realignment L egidation

For many years, menta health funding in Californiawas on afisca roller coaster, subject to the vagaries of the
state budget. In 1991, legidation referred to as “redignment” (Chapter 89, Statutes of 1991, also known as
the Bronzan-McCorquodae Act) created a more stable funding source by earmarking a certain percentage of
the sdlestax and vehicle license fees for county menta hedlth funding. Redignment legidation dso specifiesthe
maintenance and oversight of a public menta hedth service system for atarget population of personswho are
serioudy mentdly ill which is* dient-centered, culturdly competent, and fully accountable’”. The legidation
requires the development of a uniform, statewide client-based information system that includes performance
outcome measures.

Redlignment legidation requiresthat al counties report data on performance outcome measures to the State
Department of Mentd Health (DMH) which, in turn, is to make those deta available to the Cdifornia
Legidature, local mental health boards and commissions, and the CdiforniaMental Hedth Planning Council
(CMHPC).

Collabor ative Process

The Cdifornia Mental Hedlth Directors Association (CMHDA), the CMHPC, and the DMH have
collaborated on every step of the process for developing Cadlifornia’ s mental hedlth performance outcome
system. Figure 1-1 provides agraphica representation of how the CMHDA, CMHPC, and DMH
participated together in the planning process.

The centrd feature of the process was the Performance Outcome Advisory Group (POAG). The POAG was
comprised of members drawn from the CMHDA, CMHPC, DMH, direct consumers, family members, and
representatives of advocacy groups. The POAG, which was apolicy level work group, reviewed
recommendations from the Performance Outcome Technica Work Group (POTWG) and made
recommendations to DMH for find decison. The POTWG was composed of some members of the POAG
aswdl as other individuas with specific clinicd, policy, fiscd or data management expertise. The work group
was co-chaired by the DMH, CMHDA, and CMHPC and dl interested parties were welcome to attend
workgroup meetings. Together, these groups attempted to represent a balanced voice from al of the mgjor
condituencies. Their recommendations were presented to the DMH which, upon considering the issue from
the State perspective, made informed policy decisions.

Once the POAG had completed its function (laying the groundwork for the outcomes implementation process),
the group was disbanded. For the next phase, which will concentrate on qudity improvement and integrating
outcomes and overal system oversght into a seamless system, anew group will be formed, again composed of
representatives of the CMHDA, CMHPC, DMH, and the community of mental health consumers and family
members.
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Development of Adult Perfor mance Outcome M easur ement System

Previous Adult Performance Outcome Efforts The fird attempt at collecting performance outcome data
was based on a custom-designed survey, the Adult Performance Outcome Survey (APOS), devel oped by
DMH in conjunction with county and consumer representatives. This custom survey was designed to be
adminigtered to a sample of serioudy mentaly ill (SMI) adult clients at a beginning time, Sx months later, and
then again one year later. Severd issues that emerged during this study included the difficulties of maintaining a
representative sample and the lack of comparability of the data Maintaining a representative sample became
increasingly difficult as clients would drop out of service, move out of the area, or disgppear for other reasons.
In order to keep the sample representative, county staff had to spend time looking for these individuals which
was time-consuming and not particularly cost-effective. Additiondly, since the cusom-designed survey was
only administered to a sample population, clinicians administering the survey found it to be more of an
additiona paperwork burden than the collection of data useful for trestment planning. And, since the survey
was custom-designed and not a standardized instrument, the data were not comparable to data from other
dates or entities. Comparability of data is becoming increasingly important in an eraof nationa focus on
performance measures.

Based upon the results from the APOS, the CMHDA, CMHPC, and DMH established severd criteriafor
future sudies. These criteriainclude recommendations that the data should:

be useful to dinicians for trestment planning;

be useful to counties for quality management purposes,

meet the requirements of the state for performance outcome data; and

alow comparison of Cdifornia s public mental heglth programs with those of other States/entities.

Adult Performance Outcome Pilot. Under the leadership of DMH, and in collaboration with the CMHPC
and the CMHDA, nine counties volunteered to participate in a pilot project to assess severd ingruments for
use in the implementation of an adult performance outcome system in Cdifornia The pilot countieswere: Los
Angees, San Francisco, San Joaquin, San Mateo, Santa Barbara, Stanidaus, Tehama, Tulare, and Ventura.
The piloted instruments were evaluated on adminigrative, psychometric, and quditative factors. 1n addition,
discussions were held regarding the minimum set of instruments necessary to adequately measure severa
important qudity of life domains. Pilot counties dso evaduated the automated or manud data entry/scoring
systems they used to report performance outcome data to clinicians, county management, and DMH.

Each pilot county administered a selection of the assessment instruments to a sample of the target population
(serioudy mentdly ill clients, expected to be in service more than 60 days) a time one and then again Sx
months later. Each county then forwarded its pilot data to the DMH for andys's, dong with an evauative
report. The report described their sample of clients; the training, selection, and administration procedures
used; and provided narrative evauations of the instruments and data collection/scoring system used.
Qudlitative evauations of ingruments included: time to administer and score, dlinical ussfulness of the data
generated, usefulness of the data for quaity improvement or program eva uation, cultural competence of the
ingrument, and acceptability to consumers and/or family members. Quditative evauations of data information
systems included cost of the system, optimal system requirements, ease of the system to set up and use,
gability of the system, and customer service and technica support from the developers of the system.



Recommendation. Using a collaborative process, taking into account the adult pilot results as well as other
factors, the POAG recommended the following set of instruments for the Adult Performance Outcome System:

the Globa Assessment of Functioning (GAF )

the Behavior and Symptom Identification Scae (BAS S-32)

aqudity of lifeingrument (either the Cdifornia Qudity of Life (CA-QOL) or Lehman’'s Qudity of Life-
Short Form (QL-SF)

the Mentd Hedth Statistics Improvement Program (MHS P) Consumer Survey -

(26-item version)

Refer to page 2-1 for a description of each adult performance outcome instrument.

Usefulnessto Clinicians

The data generated by the instruments are intended to provide clinicians with a multi-axid or multi-source
method of collecting dient-relevant data. This information may be used by the clinician to identify specific
target areas that are most affecting the client’ s life and to salect gppropriate intervention techniques.
Additiondly, the clinician can eva uate the outcomes of the services he or she provides either to the same dlient
over time or to specific sub-populations of the clients he or she serves. Typicaly, the data may be used by the
clinicians to both supplement and cross-vdidate their own clinica judgments,

Frequently Asked Questions

Why isit important that counties and the State measure menta hedlth performance outcomes?

There are severd reasons why measuring and reporting performance outcomes isimportant. Thefirst
reason for collecting outcome data is to ensure that public mental hedlth programs are accountable for
the expenditure of public funds. Thisisa predominant feature of Redignment, the legidation that
mandated performance outcomes. Secondly, the emergence of managed care is making it increasingly
important that public mental health programs be able to demondirate that their programs are cost-
effective, while ensuring that dlient access to high quaity and effective servicesis maintained. The
federd government is dso requiring states to produce outcome information to justify continuation of
federd funds. Monitoring performance via outcomes as opposed to process is the approach adopted
nationally by both the public and private hedlth care sectors.

Isit possible to change the current methodology for the Adult Performance Outcome System?

Not at thistime. The CMHPC, CMHDA, and the DMH have agreed to proceed with this system to
come into compliance with legidation. However, the CMHPC, CMHDA, and DMH are committed

to acontinua process of evolution of the system and will be examining potentidly more cos-effective
and efficient insgruments and methodologies.



CHAPTER 2
OVERVIEW OF THE
ADULT PERFORMANCE OUTCOME SYSTEM

Adult Performance Outcome | nstruments

TABLE 2-1: Brief Description of Adult Performance Outcome | nstruments

Required Adult Performance Outcome Instruments:

Global Assessment of Functioning (GAF):
dinicdan-rated scae indicating adient’s generd leve of functioning on a continuum from
1 to 100 (mentd illness to menta hedth)
a single score incorporates role performance, symptomatology, and behaviord functioning

Behavior and Symptom I dentification Scale (BASI S-32):
32-item inventory measuring behaviord functioning and symptomatology from the consumer’s

perspective

results can be scored into five domains (i.e,, relation to self and others, depresson/anxiety, daily
living skills, impulsve/addictive, psychoss) and an overd| average

subscae profiles are available

One of the following Quality of Life Instruments:

California Quality of Life (CA-QOL)*
40-item qudity of life insrument using items extracted from Lehman’'s Quality of Life-Brief
Interview (QOL-B)
consgs of 16 objective items and 24 subjective items
when supplemented by the DMH CSI data system, measures dl QOL-B's objective scales
(living Situation, productive activities, family/socid contacts, finances, victim, arrests, genera
hedth) and subjective scaes (stisfaction with: living Situation, leisure activities, daily activities,
family and socid relationships, finance, safety, hedlth, and generd life).

Lehman’s Quality of Life - Short Form (QL-SF)*
38-item qudlity of life instrument, developed datiticaly from the QOL-B
conssts of 28 objective items and ten subjective items
measures dl QOL-B scales (see scaes listed under CA-QOL above)

*Note: scale scores on the two quality of life instruments can be statistically equated.

Mental Health Statistics | mprovement Program (MHSIP) Consumer Survey-Short Form
26-item consumer satisfaction survey developed from the longer 40-item MHS P Consumer
Survey




All indruments, except for the GAF, are intended to be self-administered; however, some clientsin the target
population may need assistance.

Ordering | ngrument Forms

The instrument forms are avalable in a variety of formats from different sources depending upon the type of
input methodology. DMH, in their contacts with county programs, have found three mgjor data input measures
are being used. These include hand entry of data, the TEL Eform fax-based system, and the HCIA Response
card reader system (see Chapter 11, page 11-26 for information on other technologies). Costswill vary
depending on the format selected. Be sureto order the correct format of the instrument forms based

on the technology being used for data input. Small counties (Iess than 50,000 in population) are digible to
use a centralized TELEform system located a DMH to fax in instrument data. Small counties that eect to use

this system would need to procure formsin the TELEform format.

Table 2-2: Purchasing Information for Instruments by Format

[nstrument \ Manual Entry TELEform HCIA-Response
GAF not applicable not applicable not applicable
(already collected for CSl) (already collected for CS) (already collected for CSl)
BAS S-32* Medical Outcomes Trust California Department of Mental HCIA-Response
Address: 8 Park Plaza, #503 Health 950 Winter Street,
Boston, MA 02116 1600 9th Street Suite 450
Phone: (617) 426-4046 Sacramento, CA 95814 Waltham, PA 02154
Fax: (617) 426-4131 Phone: (800) 522-1440
E-mail: info@outcomes-trust.org or (781) 768-1801
Order Item # -B-32 Fax: (781) 768-1811
CA-QOL California Department of Mental California Department of Mental Currently Not Available
Health Health for further information call
1600 9th Street 1600 9th Street HCIA-Response
Sacramento, CA 95814 Sacramento, CA 95814
QL-SF** Currently Not Available Currently Not Available HCIA-Response
for further information call for further information call 950 Winter Street,
HCIA-Response HCIA-Response Suite 3450
Waltham, PA 02451
Phone: (800) 522-1440
or Deborah Rearick at
(781) 522-4630
Fax: (781) 768-1811
E-mail: drear@hcia.com
MHS P California Department of Mental California Department of Mental HCIA-Response
Health Health (See Information Above)
Cgftjlgnyer 1600 9th Street 1600 9th Street
Sacramento, CA 95814 Sacramento, CA 95814

* DMH has purchased a BASI S-32 site license for each county from Medical Outcomes Trust.  The packet

includes a master copy of the instrument, royalty-free permission to reproduce and use, and a user’s manual
and implementation guide.

** Thisingtrument is copyrighted and may not be duplicated without permission



County | mplementation

Definition of Implementation

Each county is required to fully implement the Adult Performance Outcome System no later than July 1, 1999.
Implementation of the system is defined as:

@

(b)

(©

(d)

C)

Clinicians are assuring the completion of the required performance outcome ingruments. the GAF,
BAS S-32, one of the two qudity of life indruments

(CA-QOL or QL-SF ), and the MHS P Consumer Survey. For each adult client recelving services
for at least 60 days, the assessment instruments are to be administered at intake, annualy, and at
discharge and the satifaction ingrument is to be administered annudly and a discharge;

Clinicians are adequately trained so that they are able to understand and use the reports and data
generated from the insruments to aid in trestment planning and service provison;

Counties have an established methodology for using data from the performance outcome ingruments
for ading in program evauaion and qudity improvement;

Counties are providing scored reports generated from the insgruments to clinicians (and clients when
appropriate) within two weeks of completion; and

Counties have operationdly established a system that will alow the county to provide specified reports
and client level datain eectronic format to DMH no later than June 30, 1999.

Completion of Instruments

TABLE 2-3: Who Completes Each Instrument and Average Completion Time

I nstrument \ Completed by Average Completion Time
GAF Clinidan 5 minutes

BAS S 32 Client 20 minutes*
CA-QOL or QL-SF Client 20 minutes*

MHSP Consumer Survey Client 10 minutes*

* This completion time assumes that the client is able to read and operate & afunctiond level that dlows them
to complete the forms without assstance. If assstance isrequired, the average time for administration could
be as high as an hour for each instrument.



TABLE 2-4. Schedulefor Administering the Instruments

Schedule Instruments to Administer ' When to Administer
Intake Assessment Instruments Within 60 days
(i.e., GAF, BAS S-32, and one of the
quality of life instruments)

Periodic Assessment Instruments and Annudly
Client Satisfaction Instrument (MHSI P
Consumer Survey)
Discharge Assessment Instruments and Upon Discharge

Client Satisfaction I nstrument

The schedule for completing the assessment ingrumentsis (1) within 60 days of the dient’sinvolvement with
county mental hedth (sometimes referred to as “intake’ for the target population), (2) annudly (i.e., annua
case review), and (3) upon discharge.  The client satisfaction instrument should be administered annudly and
upon discharge.

Target Population

The target population is defined as serioudy mentdly ill adults (Cdifornia s Wdfare and Indtitutions Code,
Section 5600.3 (b) defines “ serious menta disorder”), ages 18 through 59, receiving services for 60 days or
longer (those traditionaly admitted to coordinated care). With the eimination of the requirements for the
completion of Coordinated Care Plans under the implementation of managed care, another mechanism may be
established for identifying long-term or target population clients. However, a thistime, the target population is
defined as adults recaiving services for 60 days or longer. The instruments should be administered as soon as
it is determined the client is within the target population.

Administration of Instruments to Teens

After thar 18th birthday, a client should be administered the adult instruments &t the time of their next regular
adminigration of the outcome measures. This palicy is being advocated because it isimportant that instruments
be used for the group defined by the author (i.e., the group for which the instruments were devel oped, normed,
and vaidated.) For example, the CBCL used in the Children and Y outh Performance Outcome System was
designed for ages 4-18, and the YSRwas designed for ages 11-18. Administering these instruments to clients
over 18 years of age may ill provide some clinically useful data, but would not be appropriate for additiona
levels of andyss.



First Administration of Instruments

The ingruments should be administered as soon asiit is determined the dlient is within the serioudy mentdly ill
target population. 1f the client will be receiving services for more than 60 days, the instruments must be
administered within 60 days from “intake’. Identification of the target population is an issue that will be re-
examined in the future. At thistime, it is acknowledged that this method of administration lacks the level of
desired senstivity regarding the initid trestment of services.

Administration to Medication Only Clients

At this time, performance outcome instruments are not required to be administered to clients receiving only
medication services. Although this group of adults is admitted to county services initialy as members of the
target population, the adminigtrative complexities of outpatient consolidation make it very difficult for county
gaff to implement while aso having to ded with managed care and foster care reform. DMH, CMHPC, and
CMHDA will reexamine this population to assess whether they should be included in future performance
outcome mesasurement requirements.

Reporting Perfor mance Outcome Data

The data that will be generated from the Adult Performance Outcome System will serve severa useful
purposes which include:

Assgting dinicians with trestment planning and service provision,

Effecting qudity improvement in local menta hedth programs,

Providing performance outcome data to the State and L egidature, and

Allowing the comparison of Cdifornia s public menta health programs with those of other Sates.

As part of its oversght process, DMH will review each county’s policies and procedures to ensure that a
process exists whereby performance outcome data are used to provide feedback to quaity improvement staff
and that methods are developed to effect program improvement based on these data.

In order to fulfill its Satutory oversght respongbilities, the DMH will require that each county mental hedlth
program submit a set of client-level datain the format specified in the DMH Adult Performance Outcome Data
Dictionary (acopy will be provided to al counties and can aso be obtained by calling the Research and
Performance Outcome Development Unit at (916) 654-0471. The method of entry and management of
performance outcome datais at the discretion of each loca program. However, the transmission of the datato
the State will require that it be in established formats. Although specific time frames have not been established,
itislikely that during the first full year of implementation, the data should be forwarded to DMH on a quarterly
basis and thereafter it isto be provided on a semi-annud basis. Additiondly, on an annua



basis, each county menta hedth program will submit statistical reports containing average and standard
deviation scores from each performance outcome instrument including scales and subscales by:

Age,
Ethnicity,
Gender, and
Diagnosis.

The DMH, inits oversight role, will review these data in conjunction with data contained in the Client Services
Information (CSl) data system. Counties will be asked for assistance in the interpretation of results relating to
their own program performance. Reportswill be generated comparing each county’s mental heglth program
performance to itsdf over time.

Freguently Asked Questions

Why were these specific instruments selected?

These instruments was selected because (1) as a set they measure al the required CMHPC domains,
(2) they were the mogt efficient measurement of the CMHPC domains (minimum number), (3) they al
have acceptable psychometric characterigtics, and (4) each of the four instrumentsis either widely
used nationally or based on a nationaly recognized instrument and can provide data for comparison
with other states and entities.

How can the forms be purchased and who pays for them?

The GAF, CA-QOL, and MHSP Consumer Survey arein the public domain. Counties dready
provide GAF scoresto the DMH CSl data system and will continue to do so. All counties should
obtain amaster of the MHI P Consumer Survey from DMH and reproduce sufficient forms for al
gpplicable adults, or require that their privately contracted providers purchase them directly. Counties
choosing to use the CA-QOL asther qudity of life instrument, should also obtain a master from DMH
and reproduce sufficient forms for al gpplicable adults, or require that their privately contracted
providers purchase them directly.

The BAS S-32 isnot in the public domain. However, DMH has purchased a BAS S-32 ste license for
each county. The packet includes a master copy of the instrument, royaty-free permisson to
reproduce and use, the manua and implementation guide, as wdl as other useful publications and
information. Reproduction costs are the responsbility of the county.

The QL-SF isnat in the public domain. Counties choosing to use this quaity of life instrument should
contact HCIA/Response for purchasing information and for a copy of the scoring manual (See Table
2-2).



Is the time associated with administering the instruments billable?

The adminigtration and scoring of the performance outcome instruments may be billed by trestment
providers as assessment or as part of the quaity improvement process.

What should be doneif aclient and/or their caregiver refusesto fill out the ingruments?

Clinicians and other menta hedlth staff should encourage clients to complete the forms. However, if dl
atempts of explanation, encouragement, and assstance fail, then include an explanation (such as
“client refused to complete’) in the file for auditing purposes. In al cases, however, the GAF score
can sill be provided by the clinician.

In what languages are the instruments available?

TABLE 2-5. Languages Availablefor Adult Instruments

Instrument Non-English Languages Available

GAF Clinician provides this rating - indructions are available in
al languagesinto which the DSM-IV has been trand ated

BAS S 32 English, Cambodian, Chinese, Korean, Spanish,
Tagdog, Vietnamese
QL-S English only
CA-QOL English only (several non-English language

trandations are currently under devel opment.)

MHSIP Consumer English, Spanish (several non-English language
Survey trandations are currently under devel opment.)

Note: not dl languages are available in al technology formats.

How will client confidentiaity be ensured?

Steps are being taken to design systems that will ensure client confidentidity. Each dlient will be
assigned a unique county identification code for the county to transmit the data files to the State
without reveding the identify of the client. Secure data transmissions methods will be implemented.
No analyses will be generated that report individua client deta a the Sate levdl.



Are these forms “ culturaly competent” and appropriate for use with Cdifornia s diverse populaion?

Unfortunatdly, there are no smple solutions to identifying or developing standardized assessment
instruments that meet the modern conception of cultural competence. Whileit is possible to trandate
ingruments into agiven client’s language, and even though it is possible through gatistica techniquesto
identify what a given culturd group’s scores mean in relation to other groups, it is difficult to
conceptudize asingle instrument that is appropriate for the interpersona and cognitive styles of awide
variety of cultures. The DMH isworking with counties to address the smpler questionsfirs (i.e,
appropriate language trandations) and is committed to working with the CMHPC and CMHDA to
identify ways to make the overd| system truly culturdly competent.

Isthere technicd assstance available regarding data management/dectronic transfer technologies?

The Research and Performance Outcomes Development Unit at DMH is committed to providing
county MIS staff with as much technica assstance as possible. The following assstance has been
provided to date: 1) an adult data system (Smilar to the children’s performance outcome data system)
has been developed that counties will be able to use to manage their adult performance outcome data;
2) saff have worked to identify and disseminate information on the strengths and wesknesses of
systems that various counties are using to manage their performance outcome data; and 3) an adult
performance outcome data dictionary has been devel oped and disseminated to al counties identifying
the specific format and files names of al data counties are required to provide relaing to adult
performance outcomes. For more information on this, contact Karen Purvis at (916) 653-4941.

Also, for more information about the Adult Performance Outcome System, check out the DMH web page at:

http://www.dmh.cahwnet.gov/rpod/adlt_instruments.htm




CHAPTER 3
PSYCHOMETRICS

General Information

The term “psychometrics’ refers to the practice and technology of applying statistically-based techniques
toward the measurement and understanding of psychological “events’. These events could include attitudes,
persondity traits, aptitudes and abilities, and underlying factors rdating to psychologica functioning. Ina
clinica setting, which by design is generdly centered on a specific individud, some fed that using saidicaly
based assessment toolsis not gppropriate. Rather, these individuals fed that it isthe clinician’s professond
judgment which grows out of the establishment of areationship of mutud trust that is most important.

No reasonable psychometrician would dlaim that Satigtica data are more important than the relaionship that
exists between service provider and client. However, psychometric data can, if used appropriately, provide a
very vauable piece of the puzzle that helps the clinician to develop a more complete picture of the client.
Spedificaly, psychometric data provide three essential componentsto the diagnosis, treatment
planning, and service provision process.

1. Well-Defined Areas of Measurement

Scores that are derived from appropriately designed, psychometrically-based assessment instruments
are generaly based on well-defined areas of measurement so that something meaningful can be sad
about a person based on his or her score on that instrument.

2. Rdiability

Thereis evidence that the diagnostic process, when based on clinician judgment alone, is not
particularly religble. In other words, if severd clinicians evauate the same dlient using the same
information, their diagnoses will likdly differ to some degree. To the extent that specific diagnoses are
more amenable to specific trestment modalities, arriving at an appropriate diagnosisis criticd to
providing the best service to clients. With psychometricaly-based data, it is possible to Sate, ina
quantifiable way, how much confidence may be placed in scores that describe the client. Thisis not to
say that those scores are necessarily a complete picture of the client. But when psychometric data are
used in conjunction with aclinician’s clinical judgment, greater confidence may be placed in the overdl
treatment planning process.



3. Validity

The third and find essentia component that psychometric data bring to the diagnog's, trestment
planning, and service provison process is a quantifiable level of vaidity. Because of the intimate and
person-centered nature of the clinician-client relaionship, awide variety of factors enter into the
judgments made by the dinician about the client. For example, the nature of the dlinician’ s training will
guide diagnogtic procedures and will likely lead to afocus on client behaviors that were emphasized in
his or her training; the clinician’s own recent and overdl professonda experience will affect how he or
she gpproaches the client; because the dlinician is human, it islikely that his or her own emotiond deate
and persond bdiefswill affect judgments made about the dient; and findly, the adminidtrative
environment in which the dinician works will likely place congraints on how the dinician-client
relationship develops.

Because of the way that psychometric-based assessment instruments are developed, it is possible--
within limits—-to be sure that the indrument is mainly measuring whet it is supposed to measure. Thisis
referred to as “instrument vadidity.” Stated in other terms, vaidity refersto the extent to which an
ingtrument is measuring what it is supposed to measure and that the clinician can make appropriate
judgments based on the instrument score(s).

Some Basic Conceptsin Psychometrics

Reliability

Broadly defined, reliability smply refersto the confidence that you can have in a person’s score. In
some cases, you want to be able to have confidence that the individua would have the same score over time.
Thisis because you have reason to believe that what is being measured should not change over time. For
example, if a person passes adriving test in January it is hoped that the same individua would pass the test one
year later. At other times, it may not be appropriate to expect that scores would remain consistent over time.
For example, it is hoped that if a client receives treetment for depression, the score that the client would
receive on ameasure of depression should decrease over time (i.e., the measure would show sengitivity to
change). Psychometricians and other measurement specidists have developed various methods of establishing
reliability to meet these varying needs. Some of these are listed below:

Ted-Retest Rdiability

In test-retest reliability methodologies, an assessment instrument is administered at time 1 and then again
at some later date(s). To the extent that the scores that the client receives are the same on both
adminigrations, the two sets of scores will be positively corrdated (show adirect statisticd relationship).
The correlation coefficient between these two adminigtrations then becomes an estimate of the ability of
the assessment ingrument to reliably assess the client over time.

Problems with this approach: The main problem with the test-retest approach to establishing vdidity is
that awide variety of intervening variables can come into play between the first and subsequent
adminigrations of the ingrument. From a psychologica standpoint, if a person completed a measure of



depression at time one and them experienced some mgor life event before the second administration of
the measure, the estimate of the instrument’ s rdliability would gppear low. Or, it is possible that having
completed the instrument previoudy, the clinician’s or client’ s responses may be affected at the second
adminigtration if he or she remembers the previous responses. If, on the other hand, it is hypothesized
that whatever the assessment instrument is measuring redlly should not change over time, then the test-
retest gpproach is a powerful method of establishing this fact.

Pardld Forms Rdiability

Another way of establishing reiability isto develop two forms of the same instrument. In theory, if the
two forms are measuring the same thing (e.g., depression), then the scores on the two forms should be
highly and significantly corrdlated. To the extent that they arein fact correlated, the correlation
coefficient isroughly ameasure of pardld formsrdiability.

Problems with this approach: There are saverd problems with this method of establishing religbility.
Fird, it can be expensive to develop two pardle forms. The second and perhaps greater problem is that
there is dways a certain amount of “ criterion contamination” or variance that is unrelated to what is
intended to be measured in an ingtrument score. Thisis compounded in thet if there is a certain amount
of unsystemétic variance in each assessment instrument, then the sum of that variance across the two
forms will reduce the rdiability between the forms.

Solit-Haf Reiability

Thismethod of establishing relidbility is Smilar to the pardld forms method--but with one important
difference. To usethe split-half method, an assessment instrument is administered to a group of
individuds. Next theinsrument is essentidly randomly divided into to equal portions. Thesetwo
portions are then evauated to examine how strongly they are corrdated. Assuming that the instrument is
measuring a common trait, ability, or psychologica dimension, each hdf of the randomly divided
ingrument should be a measure of the same thing. Therefore, scores on each haf should be highly
correlated.

Problems with this approach: There are two main problems with this gpproach. First, when you
divide the assessment instrument in haf, you effectively reduce the number of items from which the totdl
scoreis cdculated by haf. Thus, you may by nature have a score on each hdf that is of lower riability
and therefore any correlation between the two haves could be reduced. Therefore, the overal estimate
of reliability could appear inappropriately low. The second problem is that even though the assessment
ingrument was randomly divided, there is no guarantee that the two halves are actudly equivdent. To
the extent that they are not, the estimate of overal rdiability will be lower.

Internd Consistency

Theinternd congstency gpproach to establishing reliability essentidly evauates the inter-item corrdations
within the insrument. Ultimately, an estimate of religbility is generated that is equivaent to the average of
al possible split-haf divisonsthat could have been made for that ingrument.



TABLE 3-1. Summary of Reliability Methodologies

M ethod Strengths W eaknesses
Test-Retest Correlates scores from two A wide vaiety of intervening
Rdiability Sseparate administrations of an variables between thefirs and
ingrument. subsequent adminigtrations of the
Corrdation coefficient estimates insrument could ater the results.
ingrument’ s ability to relidbly
assess client over time.
Padld Correlates scores of two forms of It can be expensve to develop two
Forms an ingrument designed to measure pardld forms.
Rdidbility the same thing. Thereis dways a certain amount of
Correlation coefficient estimates variance unrelated to what is
ingrument’ s ability to measure the intended to be measured in an
target domain. instrument score that would reduce
the reliability between the forms.
Solit-Half Correlates scores for two equal, Since only 50% of the items are
Rdiability randomly divided portions of an used per score, the overdl estimate
ingrument. of reliability could appear
Correlation coefficient estimates ingppropriately low.
ingrument’s ability to measure the To the extent that the two haves
target domain. are not equivaent, the estimate of
overd| redigbility will be lower.
Internal Evauates the inter-item
Congistency correlations within the insrument.
An esimate of rdidbility is
generated equivaent to the
average of dl possible split-half
divisons
Validity

Some people misuse the term “vaidity” when they refer to assessment insruments. It is ingppropriate to say
that an assessment ingrument isvaid. Rather, it isthe inferences or decisons that are made on the basis of an
instrument’ s scores that are either vaid or invaid. In order to be able to make vaid inferences about a client
based on his or her score on an instrument, the instrument must be measuring what it was intended to measure.
This point cannot be emphasized enough.

When a dient completes an instrument that is designed to evaduate his or her psychological functioning, if the
ingrument uses terms that, while common in a European culturd setting, may not be familiar in an Asan setting,
then the inferences based on the instrument scores may not be appropriate for Asans. Threatsto vaidity do
not have to be nearly so extreme or obvious to make interpretation of scoresinvalid for making assessments.
Therefore, it isimportant for users of test information to understand methods of test vaidation, the strengths
and weaknesses of each, and what types of inferences are more appropriate for the method of validation that
wasused. Severd vaidation methods are discussed briefly below.



Content Vdidity

When one says that an instrument is content vaid, it indicates thet the individua items that make up the
instrument are reflective of the specific domain that they are intended to measure. For example, in an
ingrument designed to measure qudity of life, if that instrument contains items such asindicators of
living Stuation, independence, sdf-sufficiency, etc. (assuming these have been documented by a group
of individuas as measuring qudity of life), then the instrument may arguably be called “ content vdid.”

Criterion-Rdated Vaidity

There are basically two methods of employing criterion-related vaidetion drategies predictive and
concurrent.

In predictive criterion-rel ated vaidation Strategies, the god isto develop an instrument that is able to
predict an individud’s later score, performance, or outcome based on some initial score. Examples of
such predictive instruments include the General Aptitude Test Battery (GATB), Armed Services
Vocational Aptitude Battery (ASVAB), Scholastic Aptitude Test (SAT), and Graduate Record
Examination (GRE).

In concurrent criterion-related vaidation Strategies, the god isto effectively discriminate between
individuals of groups on some current trait. For example, the Minnesota Multiphasic Persondity
Inventory (MMP!) was developed using a method called criterion keying to develop an instrument that
was extremely powerful at identifying whether or not a person was currently experiencing psychoses.

The criterion-related validation approach can be extremely powerful. However, it suffersfrom a
variety of conceptuad and/or logigtica problems. Using a criterion-related vaidation strategy:

It isdifficult to develop pardld forms.

Instruments tend to have low internd consistency.

To maximize predictive power, items should have minima correlations with each other but
maximum correlations with the externd criterion. This makes it methodologicaly difficult to identify
test items.

Instruments tend to have low face vdidity.

Condtruct Vdidity

Congtruct validation approaches use factor andysis to identify items that appear to be highly correlated
with one another. To the extent that items are, in fact, correlated they are assumed to be measuring
something in common. Exactly what those items are measuring is difficult to say. What test developers
do isreview the content of the items and try to identify commondties in the subject matter that they
cover. For example, if agroup of inter-correlated items addresses such things as deeplessness, lack of
energy, frequent crying, fear of being aone, etc., atest developer may decide that these items are
measuring the congtruct of depression.



What isacongtruct? It isimportant to keep in mind that a construct does not exist. Rather, itisa
theoretical creation to explain something that is observed. Returning to our example of a depression
condruct, depresson isnot athing that exigs. Rather, it isSsmply a name that we have givento a
group of traitsor alevd of psychologica functioning.

Face Validity

Face vdidity smply refersto the extent to which an assessment instrument “appears’ to be related to
what it purports to measure. For example, awritten driving test isface valid because dl of the
questions that are asked are related to laws and Situations with which a driver may be faced.

Therefore, even if we don't like driving tests, most of use fed that they are at least somewhat related to
driving.

On the other hand, someone may find that math ability isrelated to driving ability. If this occurred, it
might be possible to administer amath test and, based on the scores atest taker received, either
approve or deny adriverslicense. Inthiscase, amath test could be valid for usein predicting driving
behavior (criterion vaidity), but it would not be face vaid because it would “gppear” unrelated to the
task of driving.

Face vdidity isimportant in most assessment settings because people inherently like to make sense out
of what they are doing. When clinicians, dients, family members, or anyone else are asked to fill out
an assessment ingtrument, they will fed better about doing so and will likely provide more accurate
data if they fed that the information they provide makes sense and can see how it can be useful.



TABLE 3-2. Summary of Validation Methodologies

M ethod Strengths W eaknesses
Content Provides an indication of how the Assumes that the area being measured
Vdidity individua items that make up the is clearly understood.
ingrument are reflective of the To the extent that what isbeing
specific domain thet they are measured is conceptud or multi-
intended to measure. dimensiond, effective content-oriented
items may be difficult to develop.
Criterion- Predictive strategies provide an It isdifficult to develop pardld forms
Related indication of how well the using this gpproach.
Vdidity ingrument is able to predict alater Instruments tend to have low interna
score, performance, or outcome consstency.
based on some initia score. To maximize predictive power, items
Concurrent strategies provide an should have minimad correlations with
indication of how the instrument each other but maximum correlations
effectively discriminates between with the externd criterion making it
individuas or groups on some methodologicdly difficult to identify
current trait. test items.
[nstruments tend to have low face
vaidity.
Construct Utilizes factor andysisto identify Exactly what a group of inter-
Vdidity items that appear to be highly correlated items is measuring may be
correlated to one another in order difficult to ascertain.
to devel op assessment instruments
that measure a common construct.
Face Provides an indication of how the Not redly an indicator of vaidity.
Vdidity assessment instrument “gppears’ to Rather, it is based on the assumption

be related to what it purports to
measure

that data will be more vaid when
respondents see the relationship
between the ingrument and what it is
supposed to measure.




Other Relevant Statigtica Indicators
Differential Functioning

Differentid functioning is ameasure that indicates whether groups perform differently on the same item or scde.
Filot results were evaluated on whether there were satigticaly significant differences between groups (ethnic,
gender, age, diagnoss) based on overdl results as well as results within diagnosis (schizophrenic/psychotic
disorders, mood disorders, and anxiety/other non-psychotic diagnoses).

Sensitivity to Change

Sengitivity to change means that any measure with acceptable levels of vaidity and rdigbility should, within its
domain, be able to measure cross-sectional differences between clients/sites/providers as appropriate as well
as longitudind change (i.e.,, change over time) within these units of analyss.

Conclusion

Psychometric data are intended to provide an additional tool for clinicians and other service providersto use as
they plan and conduct their treetment. These data are not intended to supplant or replace clinical judgment.
The above issues have been discussed to help those who use data generated from the Adult Performance
Outcome System evaluate and make more effective and appropriate use of their client’s assessment data.

It isimportant to understand which method was used to vaidate each of the clinica assessment instruments so
that you can know what kinds of judgments may be made about the scores. Knowing that an instrument is
reliable and how the rdiability was established can help the clinician have confidence in the scores as well as
know what kinds of changes are reasonable to expect.

Findly, the remainder of this training document goesinto additiona detall on each of the assessment
indruments. Each ingrument’ s vdidity, reiability, administration and scoring procedures, interpretetion, and
use will be discussed. The aove information is intended to help you make sense of this.
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SECTION 4
GLOBAL ASSESSMENT OF FUNCTIONING SCALE

General Information

Global Assessment of Functioning (GAF) Scale

The Globa Assessment of Functioning (GAF) Scade isarating scae used by diniciansto indicate aclient's
generd leve of functioning. A single scale vaue incorporates role performance, symptomatology, and
behaviord functioning. The GAF iswiddy used in clinica practice aswell asin many research studies.
Counties aready provide a GAF score to the Department of Mental Hedth (DMH) Client and Service
Information (CSl) data system.

Psychometrics

Note: Refer to Section 3 for details about psychometric techniques.

Rdidbility. The literature (Andrews, G., Peters, L., & Teesson, M. (1994); Jones, S.H., Thornicroft G.,
Coffey M., & Dunn, G. (1995) describes the GAF as having rddively satisfactory rdiability. Inter-rater
reiability of the GAF and the GAF’s predecessor (the GAS) ranged from .62 to .82. The recent Adult
Performance Outcome Filot methodology did not alow for independent verification of inter-reter rigbility.
Pilot participants reported that raters needed continual training on using the GAF in order to ensure
consistency. It would be advisable for counties to institute some regular clinician training on assigning
GAF scores. Sincethe GAF isasngle globd score, an interna consistency reliability coefficient would not
be appropriate.

Vdidity. The literature described the vdidity of the GAF and GAS as adequate (Andrews, et a, 1994; Jones,
et al, 1995). The GAF iswidely used as a measure of overdl functioning which indicatesit gpparently has face
vdidity to users.

Differential Functioning. The adult performance outcome pilot analyzed GAF results to determine whether
there were satigtically significant differences between groups (i.e., ethnic, gender, age, diagnosis) based on
overdl results as well as results within diagnoss (schizophrenic/psychotic disorders, mood disorders, and
anxiety/other non-psychatic diagnoses). The evauation found no datigtically sgnificant differences for any of
these groups.

Sengttivity to Change. The adult performance outcome pilot found that GAF mean scores improved from
adminigration 1 to adminigtration 2; however, these were not satigticaly significant changes. This held true
when data were combined into one data file or when data were Sratified into diagnostic categories.




Scoring

The GAF scoreis AxisV of the DSM-1V. GAF scade vaues range from 1 - 100, which represent the
hypothetically lowest functioning person to the hypotheticaly highest functioning. Scade vaue O indicates that
the clinician had inadequate information with which to rate the client. The rating scaleis divided into 10 equa
intervals and agenerd behaviord description is provided for each decile. Note: the predecessor to the GAF
(the Globa Assessment of Functioning (GAS)) eliminated the highest level, 91-100; however, in DSM-IV the
91-100 decile was reingtated. Although no specific scoring manud is available, directions for using the scde
and interpreting the scores are included in DSM-1V, Axis V.

Although two GAF scores can be collected (Current GAF and Highest GAF in the last 12 months), only

Current GAF will be reported to DMH in order to maintain consstency with the Client Service and
Information (CSl) system requirements.

Administration Procedures

The GAF isapublic domain indrument; permission for useis assumed as part of the multiaxia evaudtion
system in the DSMI-1V classfication.

Who Should Be Administered the GAF?

The GAF isto be administered to dl target population clients (see page 2-4 for adescription of the target
population) within 60 days of first recelving service, annudly and at discharge.

Who Should Administer the GAF?
The GAF scoreis provided by the clinician. Regular clinician training is required to maintain inter-reter

reliability of scoring (consistency).

Frequently Asked Questions

| dready send in a GAF score to the DMH CSl data system. What will | do differently under the Adult
Performance Outcome System?

Under Adult Performance Outcome implementation, counties will continue to send in the same GAF
score, following the same procedures as they do currently.
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Global Assessment of Functioning (GAF) Scale

Consider psychological, socid, and occupationa functioning on a hypothetica continuum of menta health —
illness. Do not include impairment in functioning due to physica (or environmenta) limitations. Use intermediate
codes when appropriate, e.g., 43, 68, 72.

100 -91

90-81

20-11

10-1

0

Superior functioning in awide range of activities, life's problems never seem to get out of hand,
is sought out by others because of his or her many positive qualities. No symptoms.

Absent or minimal symptoms (e.g., mild anxiety before an exam), good functioning in al areas,
interested and involved in awide range of activities, socidly effective, generaly satisfied with
life, no more than everyday problems or concerns (e.g., an occasiond argument with family
members).

If symptoms are present, they are transient and expectabl e reactions to psychosocia stressors
(e.g., difficulty concentrating after family argument); no more than dight impairment in socid,
occupational, or school functioning (e.g., temporarily faling behind in schoolwork).

Some mild symptoms (e.g., depressed mood and mild insomnia) OR some difficulty in socid,
occupationd , or school functioning (e.g., occasiona truancy, or theft within the household), but
generally functioning pretty well, has some meaningful interpersona relationships.

Moderate symptoms (e.g., flat affect and circumstantial speech, occasiona panic attacks) OR
moderate difficulty in socia, occupationa, or school functioning (e.g., few friends, conflicts with
peers or co-workers.

Serious symptoms (e.g., suicidal ideation, severe obsessiond rituas, frequent shoplifting) OR any
serious impairment in socia, occupational, or school functioning (e.g., no friends, unable to keep a
job)

Some impairment in redity testing or communication (e.g., peech is at timesillogical, obscure, or
irrelevant) OR major impairment in several areas, such aswork or school, family relations,
judgment, thinking, or mood (e.g., depressed man avoids friends, neglects family, and is unable to
work; child frequently beats up younger children, is defiant at home, and is failing at school).
Behavior is considerably influenced by delusions or hdlucinations OR serious impairment in
communication or judgment (e.g., sometimes incoherent, acts grossy inappropriately, suicidal
preoccupation) OR inability to function in dmost al areas (e.g., stays in bed dl day; no job, home,
or friends).

Some danger of hurting self or others (e.g., suicide attempts without clear expectation of death;
frequently violent; manic excitement) OR occasiondly failsto maintain minimal persona hygiene
(e.g., smears feces) OR gross impairment in communication (e.g., largely incoherent or mute).
Persistent danger of severely hurting self or others (e.g., recurrent violence) OR persistent
inability to maintain minimal persona hygiene OR serious suicida act with clear expectation of
death.

Inadequate information.

American Psychiatric Association (1994). Diagnostic and Satistical Manual of Mental Disorders (DSM-

IV) (4" Ed.). Washington, D.C.: American Psychiatric Association.



CHAPTER 5
BEHAVIOR AND SYMPTOM IDENTIFICATION SCALE

General | nformation

The Behavior and Symptom Identification Scale (BAS S-32) is a 32-item inventory measuring behaviora
functioning and symptomatology from the client’s perspective. Although originaly established as a Sructured
interview, the BAS S-32 can also be completed as a self-administered questionnaire. The instrument can be
used with adults experiencing awide variety of symptoms and diagnoses.

Each item asks for the degree of difficulty the client has experienced in avariety of areasin the past week.
Possble ratings range from alow of O (indicating no difficulty) to a high of 4 (indicating extreme difficulty).
Results can be scored into five subscaes (i.e, relation to self and others, depresson/anxiety, daily living skills,
impulsive/addictive behavior, and psychoss) and an overdl average.

Development

The BAS S-32 was devel oped by Sue Eisen, Ph.D., of McLean Hospital in Massachusetts, using psychiatric
inpatients reports of symptoms and problems. These open-ended reports were cluster-anayzed to arrive at
32 symptom and behavior items. After an initid administration of the instrument, results of afactor andyss
were used to derive the five subscales.

Psychometrics

Note: Refer to Section 3 for details on psychometric techniques.

Rdighility. The literature provides solid evidence of the reliability of the BAS S-32 (Andrews & Teesson,
1994; Eisen, 1995; Eisen, 1996; Eisen, Dill, & Grob, 1994; Eisen, Wilcox, Schaefer, Culhane, & Leff, 1997;
Russo, Roy-Byrne, Jaffe, Ries, Dagadakis, Dwyer-O’ Connor, & Reeder, 1997). Test-retest reiabilities
ranged from .65 to .81 for the five subscales. Table 5-1 below shows the range of dpha coefficients reported
in the literature as well as those reported by the adult performance outcome pilot.



TABLE 5-1. BASIS-32 Rdliability Coefficients

Subscales Literature Adult Pilot

1. Relation to saf and others .76 - .89 .90

2. Depression/anxiety 74 - .87 .88

3. Daily living ills .80 - .88 .89

4. Impulsive/addictive behavior .65-.71 .78

5. Psychosis .63 - .66 73
Overall (Items 1 - 32) .89-.95 96

Vdidity. The literature provided evidence for content, concurrent, discriminant, and condruct vdidity of the
BAS S 32 (Andrews & Teesson, 1994; Eisen, 1995; Eisen, 1996; Eisen, et d., 1994, Eisen, et d., 1997,
Russo, et a., 1997). Concurrent and discriminant vaidity andyses indicated that BAS S-32 raings
successfully discriminated persons with different diagnoses, employment status and re-hospitaization status.
The literature al so reported congtruct vaidity by correating BAS S-32 subscae scores with corresponding
scdes of other highly regarded instruments and other indicators. Resulting correlaions were in the
hypothesized direction. The adult performance outcome pilot aso reported corrdations (not satisticaly
sgnificant) between certain BAS S-32 subscaes and other appropriate instruments in the expected direction to
confirm to some extent the congtruct vaidity of the instrument.

Sengitivity to Change. The literature has aso reported that the five subscales are sengitive to change (intake to
followup/discharge) as aresult of treatment (Eisen et ., 1997; Russo et d., 1997). One study found
datidicadly sgnificant changesin each subscale (p<.001) aswdll asthe overal score after hospitdization. The
depresson/anxiety scae was most sendtive to change, followed by daily living, rdations with saif and others,
impulsive/addictive, and psychosis. The adult performance outcome pilot found that the BAS S-32 was the
most sengitive to change of the instruments piloted.

Differentid functioning. The adult performance outcome pilot andyzed the BAS S-32 regarding group
differences and found the following:

Diagnoses combined. When al diagnoses were combined into one data base, a Satisticdly significant
difference on Subscale 2 (depression/anxiety) was found for diagnosis. Scores for group 2 (mood disorders)
were sgnificantly higher (worse) than scores for group 1 (schizophrenic/psychatic disorders).



Within diagnosis. When data were dratified by diagnos's, there were no datisticaly sgnificant differences for
the population subgroups of age, ethnicity, or gender.

Scoring

The BAS S-32 is scored into five subscdes and an overdl average. The items comprising each subscae are
listed in Table 5-2 below:

Table 5-2: Subscde Items

Subscales [tem Numbers

1 Relation to sdf and others 7,8, 10, 11, 12, 14, and 15

2. Depresson/anxiety 6,9, 17, 18, 19, and 20

3. Dalyliving ills 1, (2, 3, 4)*, 5, 13, 16, 21, and 32
4, Impulsve/addictive behavior 25, 26, 28, 29, 30, and 31

5. Psychosis 22,23, 24, and 27

* These three items are used to create one “role functioning” rating by taking the highest of the
three ratings.

The author recommends that the BAS S-32 be scored only if at least 27 of the 32 items are completed. If Six
or more items are missing, the assessment should be congdered “missing data’.

Because of its brevity and smplicity, little training is required in the use of thisscale. The BAS S-32 ingruction
manua provides generd guideines for adminigtration, item clarifications and e aborations, sample protocols
and gppropriate variations to the protocols, as well as ethica congderations regarding the rights of clients.
Theingtruction manua was included in the Site license and packet of materid that DMH purchased for each
county and sent to their Directors Office/Adult Program Coordinator.

Clinical Utility

The BAS S-32 provides a structured, valid, and reliable way for collecting client datain a sandardized format,
which may assst dinicians in obtaining information that could be missed in an undructured dlinicd interview
process. Information from the BAS S-32 was not designed to be used for clinica decision-making and cannot
replace a complete clinica evauation (Eisen, et d., 1997). Results should be used along with and compared
to other sources of information in order to obtain a more complete picture of how the dlient is functioning.



The ingrument and profile data may be used to:

assg in vaidating the dinicians own judgment

assig the dinician in tailoring interventions to the client’ s specific needs

provide structure to the god setting process by identifying specific areas to target for improvement
provide a structured method to monitor progress in specific areas over time

How to Read the Profile/Report

A computer-scored profile is generated which showsthe initia, previous, and current score for each subscale
aswedl asliging items on which quite a bit or extreme difficulty was reported (see example near the end of this
section on page 5-12).

Administration Procedures

Who Should be Administered the BAS S-327?

The BAS S-32 isto be administered to al target population clients (see page 2-4 for a description of the target
population) within 60 days of first recelving service, annudly and at discharge.

Who Should Administer the BAS S-32?
Although the BAS S-32 isintended to be self-administered, it can be adminigtered by an interviewer if the

respondent requires assistance or if there are language barriers. However, care should be taken not to
interpret the client’s responses or to affect the responsesin any way.

Frequently asked questions

About how long doesit take for aclient to complete the BAS S-32?

Completion times can vary consderably depending on the client’sleve of functioning. The author
edimates 15 minutes to complete. Actua results from the adult performance outcome pilot were thet it
takes on average 20 minutes, but the range of reported times was from about 5 minutes to 1 hour.
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Ordering I nformation for theBAS| S-32

Costs

The BAS S-32 isnot in the public domain. DMH has purchased a BAS S-32 site license for each county from
Medica Outcomes Trust. The packet includes amaster copy of the instrument, royalty-free permission to
reproduce and use, the manud and implementation guide, as well as other ussful publications and information.

Other county costs will vary depending on the technology used.

Manual Entry. For counties using manud entry, the Site license and packet is dl you need to smply
reproduce the necessary number of copies.

TELEform. For counties usng the TELEform technology, the State Department of Menta Health will
provide any county who requests it, a copy of the TELEform form definition files that will dlow fax-based data
entry for the BAS S-32.

Phone: (916) 654-0471
Fax:  (916) 653-5500
kpurvis@dmhhg.state.ca.us

HCIA-Response. For counties usng HCIA-Response technology contact:

HCIA-Response

950 Winter Street, Suite 3450

Wadtham, MA 02451

Phone: (800) 522-1440 or (781) 522-4630
FAX: (781) 768-1811
http://mww.hcia.com
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http://www.outcomes—trust.org/catalog/b32.htm

QUTCOMES BASIS-32

TR l ; ST Instrument packets include the questionnaire, scoring documentation, publication reprints, bibliography,
SourcePages, and permission letter. When ordering an instrument packet, please complete the Instrument
. Registration Form.
BASIS-32

This is a 32-item self-administered (or structured interview) quqstionnaire developed to assess outcome of mental health

treatment for populations undergoing inpatient psychiatri hospital care for a wide range of disorders (can also be used in
outpatient populations). The five domains measured by the BASIS-32 are: psychosis; daily living/role functioning skills;

relation to self/others; unpulswe/addictive behavior; and depression.
mmﬂﬂﬂ&kﬂlﬂm

Master Copy of the Form Including Royalty Free Permission to Use and Reproduce

72 Page BASIS-32 Manual and Interpretation Guide

Reprint of Publications Describing BASIS-32's Development and Measurement Properties
Technical Notes Article: "Instruments: BASIS-32 " from the May, 1997 issue of The Bulletin
Depression Outcomes Resource Packet from the January, 1997 issue of The Monitor

o SourcePages Health Outcomes Field Resource Guide

$150.00 uvs
rder : 1-B-32
Order Now!

.....

Updated November 12, 1997
© 1997 MEDICAL OUTCOMES TRUST

WTRUST Catalog HOME PAGE

5-7 " Version: 07/22/99
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. Behavior & Symptom Identification Scale - BASIS-32

Client ID Number
0123456789ABCDEFGHIJKLMNOPQRSTUVWXYZ
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County
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Link Date (mm-dd-yyyy)
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Instruction

s: Belowis a list of problems and areas of life functioning in
difficulties. FILL IN THE BUBBLE that best describes THE DEGREE OF D
EXPERIENCING IN EACH AREA DURING THE PAST WEEK. Please respond to each

If there is an area that you consider to be inapplicable, indicate thati

which some peopl

tis NO DIFFICULTY.

e experience
IFFICULTY YOU HAVE B
item. Do not

EEN

leave any blank.

No A Quite
To what extent are you experiencing difficulty in the area of: dlfﬁg ulty hiﬂe Modczeratp a gh Extreme
1. Managing Day-to-Day Life. (For example, getting places
. . . . . @) O @] o @)
on time, handling money, making everyday decisions)
2. Household Responsibilities. (For example, shopping, :
. . ®) ©) (@) @) ©)
cooking, laundry, keeping room clean, other chores)
3. Work. (For example, completing tasks, performance
. .. . O O o @) @)
level, finding/keeping 2 job)
4. School. (For example, academic performance, :
. . O ©) @) O ®)
completing assignments, attendance)
5 Leisure time Of recreational aqtivities. 'e) o) 0 e} o)
6. Adjusting to major life stresses. (For example,
. . . . ©) ®) @) @) O
separation, divorce, moving, new job, new school, a death).
7. Relationships with family members. ' o) o) O o) (o)
8. Getting along with people outside of the family. e) o) 'e) e} o)
9. Isolation or feelings of loneliness. O @) e) O o)
10. Being able to feel close to others. ®) (@) 0] o) o)
11. Being realistic about yourself or others. ) e} O o) ®)
12. Recognizing and expressing emotions appropriately. o) 'e) e} o) O
w this line

m (L[]

Form Linking Number

page 5-9

do not make any marks belo
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\ ‘ \ ! Department of Mental Health Servi
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ces Research



Extreme
4

vhat extent are you experiencing difficulty in the area of:

13. Developing independence, autonomy.

14. Goais or direction in life.

15. Lack of self-confidenc

16. Apathy, lack of interest in things.

17. Depression, hopelessness.

18. Suicidal feelings OT behavior.

19. Physical symptoms. (For example, headaches, aches o o .
and pains, sleep disturbance, stomach aches, dizziness) ©

20. Fear, anxiety or panic.

memory.

21. Confusion, concentration,

22 Disturbing of unreal thoughts 0T beliefs.

73. Hearing voices, seeing things.

74 Manic, bizarre behavior.

25. Mood swings, unstable

avior. (e.8- eating

e, compulsive beh
yourself.)

26. Uncor_xtrollabl
disorder, hand-washing, hurting

27. Sexual activity oT preoccupation.

28. Drinking alcoholic beverages.

29. Taking illegal drugs, misusing drugs.

anger, violence.

ling temper, outbursts oI

30. Control

31. Impulsive, illegal or reckless behavior.

32. Feelihg satisfaction with your life.

do not make any marks below this line

20435

Form Linking Number
COPYRIGHT MclLean Hospital,
Department of Mental Health Services Research
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Instruction Manual for the McLean BASIS-32°

Susan V. Eisen, Ph.D., Director
Leslie Ann Cahill, M.A.,M.P.H., Manager
McLean Hospital
115 Mill Street
Belmont, Massachusetts 02178

Phone: (617) 855-2190 FAX: (617) 855-2948 email: lacahill@shore.net

BACKGROUND

The Behavior and Symptom Identification Scale (BASIS-32) authored by Eisen, Grob and
Dill, was developed to meet the need for a brief but comprehensive mental health status measure
that would be useful in assessing outcome of psychiatric care from the patient or client’s
perspective. Developed on a psychiatric inpatient hospital population, it is a 32-item measure
permitting assessment of patient or client self-reported difficulty in symptoms and functioning that
can be administered at appropriate points in the treatment process (typically at intake, termination
and a follow-up point). BASIS-32 asks for the degree of difficulty the respondent has been
experiencing DURING THE PAST WEEK. The 32 items assess five major areas of difficulty
and/or distress: relation to self/others, daily living/role functioning skills, depression/anxiety,
impulsive/addictive behavior (including substance abuse) and psychosis.

BASIS-32 is not diagnosis-specific. It was designed to cut across diagnosis, acknowledging
the wide range of symptoms and problems that occur across the diagnostic spectrum.

Information regarding the development, i_tem derivation, reliability, validity and use of
BASIS-32 in outcome studies is provided in the published papers identified in the Reference List
at the end of this manual.

BASIS-32 was designed for outcome assessment purposes. Although there may be clinical
uses for BASIS-32, it is not meant to be a measure of clinical impairment and should not
replace a thorough clinical evaluation. Clinical perspectives, as well as those of family
members also serve a valuable role in outcome research, as do other measures such as mortality,
days hospitalized, costs and service utilization. Multiple measures of outcome add to the
understanding we can gain from any outcome study.

BASIS-32 can be administered as 2 structured interview or as a self-report questionnaire.
Although early work with BASIS-32 utilized the interview method, the great majority of recent
outcome assessment efforts by behavioral health facilities have used BASIS-32 as a self-report
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questionnaire. The interview mode of administration is generally used to supplement self-
administration when patients/clients have difficulty completing the questionnaire themselves due to
their clinical status or reading capability.

The impact of mode of administration (self-report Vvs. structured interview) is reported in a
published article by Eisen (1995), noted on the Reference List and included in the BASIS-32
information packet. We encourage facilities to implement methods that are most feasible for them;
However, the impact of these methods should be explored so that we can understand their effects on

patients’ responses.

Originally developed on psychiatric inpatients (Eisen, Dill and Grob, 1994), BASIS-32 is now
widely used among outpatients and partial hospital patients as well. Published work with BASIS-32 is
included in the Reference List at the end of this Manual. In addition, results of a recently completed
outpatient study funded in part by the Human Services Research Institute, Cambridge, MA, are
presented in a technical report that is included in the BASIS-32 information packet.

BASIS-32: GENERAL GUIDELINES FOR ADMINISTRATION

In the interest of standardizing BASIS-32 data collection procedures, the following guidelines
apply, regardless of procedural variations.

1) Data collection should take place in a safe, comfortable and private location.

2) A clipboard and pencil should be readily available for patients or interviewers to record BASIS-
32 responses.

3) Patients initially unable or unwilling to participate in the BASIS-32 data collection process should
be approached again at a later time. However, an outside limit following intake should be
established ‘to standardize the time frame for baseline assessment (e.g., within 48 hours post-
intake). :

The data collection procedure should always include the following components:
1) personal introduction

2) explanation of the purpose. (Explanation will vary depending on the specific purposes decided by
your facility.) ‘

5/21/98
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3) instructions for completing BASIS-32
4) assurance that it is not a test and that there are no right or wrong answers.

Staff should familiarize themselves with the BASIS-32 items. For some items, a few examples
are provided on the BASIS-32 form itself. Further clarifications and elaborations of each item are
noted below and should be referred to should patients have a question about a particular jtem.

BASIS-32: ITEM CLARIFICATIONS AND ELABORATIONS

1. Managing day-to-day life: deciding what to wear, what to eat, using public transportation, self-
care including_dressing, bathing, etc.

2. Household responsibilities: home management, child or elder care (if not done as paid
employment), laundry, making bed, organizing clothing and personal possessions.

3. Work: paid employment; if unemployed, efforts to find or keep a job, preparing resumes,
handling interviews, managing rehab services, career groups or job training programs. Not
applicable to those not needing or wanting to work. )

4. School: high school, vocational or technical training, college or graduate school. Recreational
classes (e.g., piano lessons, self-improvement, should be included in #5 (leisure time, recreational
activities). '

5. Leisure time: difficulty structuring free time or finding things to do, boredom. Leisure time
activities include hobbies, social clubs, reading, jogging, sports, fitness, etc. Also includes
recreational classes; e.g., piano lessons, self-improvement, arts, etc.

6. Adjusting to major life stresses: medical illness, job loss, financial or housing difficulties,
victim of abuse, violence, or other crime, etc. Does not include the current hospitalization. If
person has experienced no major stresses, item is not applicable and should be rated "0."
Adjustment to stressors should be considered during the past week. The stressors do not have to
have occurred in the past week.

7. Relationships with family members: relatives or long-term significant others. If relationships
vary with different family members, patients should give their best estimate of family
relationships overall.
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8. Getting along with people outside the family: roommates, friends, neighbors, supervisors, co-
workers, teachers, boyfriend, girlfriend.

9. Isolation, loneliness: subjective feelings of isolation or loneliness may be independent of actual
degree of contact with others.

10. Being able to feel close to others: feeling close (trusting, in harmony with, affectionate) to
people you especially care about.

11. Being realistic about yourself or others: having realistic expectations; e.g., DOt t00 high or too
low regarding your own behavior or that of others.

" 12. Recognizing and expressing emotions appropriately: showing appropriate affect; recognizing,
acknowledging affects such as sadness, anger, affection, etc.

13. Developing independence, autonomy: feeling that you can take care of most things (financial,
emotional, social) without being uncomfortably dependent on other people; feeling that you are in
control of decisions about your life. Age, occupation and other factors may affect autonomy.
This question asks about the degree to which lack of independence is problematic for the

respondent.

14. Goals or direction in life: knowing what you want to be doing in your life; working towards a
goal. :

15. Lack of self-confidence, feeling bad about yourself: feeling that you are not a good, likable or
worthwhile person; feeling stupid or incapable of accomplishing anything.

16. Apathy, lack of interest in things: not caring about anything, pot feeling like you want to do
things that you usually enjoy.

17. Depression, hopelessness: feeling depressed, sad, hopeless about the future, lack of pleasure in
life. ‘

18. Suicidal feelings or behavior: thinking about, planning, gesturing or attempting suicide by any
means. .

19. Physical symptoms: difficulty should be rated regardless of etiology (e.g., medication side
effects).
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ness, tension, jitters agitation, fear. of open Spaces, heights,

20. Fear, anxiety, panic: 1Dervous
darkness, etc.
21. Confusion, concentration, Mmemory: difficulty understanding  things, thinking clearly,
remembering, maintaining focus on & task.
eing watched,

jdeation (feeling as if you are b

e.g., that your body is rotting, that you

eal thoughts or peliefs: paranoid
ad your mind); delusions,

speaking to you personally,

22. Disturbing or unr
poisoned, oOf that others can I€

" can fly, thata TV personality is

etc.

auditory or visual hallucinations; hearing messages 0t commands
one else can see.

seeing things:

3. Hearing Voices,
s head; seeing things that no

from a voice in one'
racing thoughts, decreased need for sleep, increased talking, spending
f well-being; inappropriate behavior including undressing in public,
ould generally consider very unusual

ers; behavior which others W

24. Manic, bizarre behavior:
money, exaggerated sens¢ O
speaking incoherently to strang

or inappropriate.
minute, sad the next; frequent emotional ups

25. Mood swings, unstable moods: feeling happy one
and downs, often unrelated to what is going on in your life at the time.
26. Uncontrollable, compulsive behavior: any behavior that on¢ feels compelled to frequently repeat,
including eating disordered behavior, checking, washing, gambling).

7. Sexual activity or preoccupation: any sexual issue experienced as problematic (e.g., impotence,
sexual addiction, fetishes, sexual identity confusion, €tc.)

28. Drinking alcoholic beverages: including difficulty dealing with urges, efforts to find alcohol.
abuse (cocaine, heroin, crack,

any illegal substance of
stimulants, diet pills, anti-

29. Taking illegal drugs, misusing drugs:
marijuana, €tc.); misuse or overuse of prescription drugs (sedatives,
anxiety agents, €t¢ JD-

30. Controlling temper; outbursts of anger, violence: screaming, throwing things, kicking, hitting,

etc.
or illegal behavior, €.8.» reckless

31. Impulsive, illegal, or reckless behavior: includes dangerous
d, selling drugs, forging checks, etc.

driving, vandalism, assault, frau
32 Feeling satisfaction with your life: happy with what you ar€ doing, general sense of well-being.
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SAMPLE PROTOCOL FOR SELF-ADMINISTRAT!ON (BASIS-32 scan card)

"Hello. My name is _ I'm a nurse/doctor, mental health worker/social worker/ etc.
here. Name of Program wants to provide you with the best possible care. In order for us to know

how this treatment has made a difference to you, W€ want you to be involved in evaluating the care

that you receive.

One of the ways wWe do that is by talking t0 patients soon after admission to get your perspective on
how you are feeling and on areas of daily living in which people sometimes experience difficuity. I
have a questionnaire bere that lists a number of symptoms, problems and areas of life functioning.
I'd like you to fill this out, indicating how much difficulty you have been experiencing in each area
during the PAST WEEK. Please answer every question by filling in the oval with the pencil. It will
take about 10 minutes. Almost all the areas apply to everyone, but there may be one or tWO that do
not apply to you. If a question does not apply, indicate that it is "no difficulty.”

This is not a test. There are no right or wrong answers. We just want t0 know how you aré feeling
in each of these areas. In a month from oW (or whenever the follow-up assessment is planned), we
will contact you again and ask you to complete this form again. Your responses 10 questions about
your symptoms and any difficulties you may be having in your daily activities will help us learn about
the ways in which we have been helpful to you. Do you have any questions about this?"

Give patient clipboard with BASIS-32 and #2 pencil. After getting the completed BASIS-32 from the
patient, check t0 make sure all items on both sides of the scan card are complete and that the ovals are
completely filled in. If items have not been answered, ask the patient if he or she can complete them.
If more than 6 items are missing, wWe consider the entire questionnaire as "missing data.” Thank the

patient for completing the form.

PROCEDURAL VARIATIONS IN THE PROTOCOL

Appropriate variations can be made in the protocol based on the purposes and procedures for BASIS-
32 data collection decided by your facility. Possible variations include:

1) data collection by a staff member (not self-administered). In this case, rather than asking the
patient t0 £l1 out the form, the patient should be told, "1 would like to read to you each of the
areas and you can tell me how much difficulty you have been experiencing in each one during

the past week. Patients should be given an index card with the 5-point rating scale (0...no

5/21/98
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difficulty, 1...a linle difficulty, 2...moderate difficulty, 3... quite a bit of difficulty and
4...extreme difficulty).

2) data collection as part of a research project. In this case, patients should be fully informed about
the purposes of the research project, the procedures involved, and the risks and benefits.
Written informed consent should be obtained and all guidelines regarding research with human
subjects should be followed.

3) data collection that is separate from the clinical treatment process. If BASIS-32 is obtained by
program evaluators who are separate from the clinical care process and ratings are to be kept
confidential from clinical staff, patients should be so informed.

BASIS-32: COMMON QUESTIONS PATIENTS MAY ASK

Q. I felt worse at the beginning of the week, but better now. How should I respond?
A. Try to average how you have felt during the past 7 days including today.

Q. I can't decide between a "3" and "4" rating. .
A. Suggest that the patient think about what rating comes a little closer to how they feel. If they still
can't decide, suggest that they skip the item for now and come back to it at the end.

Q. I have no difficulty with some of the examples given for the item (e.g., getting places on time, but
I have a lot of difficulty managing money.

A. Suggest that patients think of how much difficulty they are having in the category as a whole. The
examples are not meant to include everything within each item. They are meant only to illustrate
the concept.

Q. Ican't do this. Will you do it for me?
A. I can't do this for you because I can't say how much difficulty you are feeling. Only you can tell
me that. We want to know what you think.

Two additional questions that may arise are noted below. The answers to these questions must be
decided by each facility.

Do I have to do this?
What will this be used for?
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ETHICAL CONSIDERATIONS

The rights of patients or clients should be respected at all times. This includes the right to refuse to
respond to the BASIS-32 assessment. Also of paramount importance is respect for patient
confidentiality, especially when contacting patients or clients in their homes or other community
settings to obtain follow-up assessments.  The fact that someone has received psychiatric treatment at
your facility or anywhere else, is confidential information. We recommend that written informed
consent be obtained to contact any patient or client outside of your treatment facility, either by mail or
télephone. The fact that someone has received psychiatric treatment should not be revealed to anyone
answering the telephone, unless it has been ascertained that the person already knows about the
treatment. Outcome assessors also have a clinical responsibility to protect patients from harm t0 self
or others. Facilities need to design and implement clinically responsible policies that deal
appropriately with patient reports of suicidality, or other threats to their own safety or to the safety of
others.

BASIS-32: SCORING

' BASIS-32 is scored into five subscales and an overall average. Just as each item is rated on a 5-point
scale (from O for least difficulty to 4 for greatest difficulty), subscale and overall mean sCOTES also
range from O to 4. The lowest possible score is 0 (if every item is rated "no difficulty). The highest
possible score is 4 (if every item is rated "extreme difficulty”). The items comprising each subscale
" are as follows:

Relation to self/others: _ Ttems 7,8,10,11,12,14 and 15.
Depression/anxiety: Ttems 6,9,17,18,19 and 20.

Daily living/role functioning:  Items 1,(2,3,4*),5,13,16,21 and 32.
Impulsive/addictive bebavior  Items 25,26,28,29,30 and 31.
Psychosis Items 22,23,24 and 27.

BASIS-32 Average Items 1 though 32.

Four of the five subscale scores and the BASIS-32 average are computed by averaging the ratings for
component items using the pumber of non-missing items as the denominator. The four subscale
scores computed this way are: Relation to self/others, Depression/anxiety, Impulsive/addictive
behavior and Psychosis.

For example, if the respondent answers all items in the Relation to self/others subscale, the subscale
score is the sum of the ratings for items 7,8,10,11,12,14 and 15 divided by 7. If one item is omitted,
the subscale score is the sum of the ratings for the items answered, divided by 6.
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The same process is followed for the three other subscales noted above, using the items comprising
each subscale. The only exception to this scoring process is for the Daily living/role functioning
subscale. In this case, items 2,3, and 4 are used to create one "role functioning” rating by taking the
highest of the three ratings (indicating greatest difficulty). This role functioning item is then
averaged in with the other six items comprising the Daily living/role functioning subscale. The role
functioning item can be created if a rating is available for at least one of the three items (2,3, or 4).

A scoring sheet is appended to facilitate manual scoring of the BASIS-32.

MISSING DATA

Missing data are not included in the calculation of the BASIS-32 subscale or overall mean SCOres. If
more than five items have been omitted, the entire instrument should be considered "missing
data" and should be discarded.

Following is an example of a computer scoring program in SPSS-PC, which can be adapted to other
statistics packages. The program computes scores for each of the subscales and the overall average
based on the number of non-missing items. We recommend that BASIS-32 be scored only if at least
27 of the 32 items are completed. If six or more jtems are missing, the assessment should be
comnsidered "missing data.”

SPSS-PC PROGRAM FOR SCORING BASIS-32

missing values BASIS1 to BASIS32 (9).

* Compute BASIS subscale means for available items (omitting missing values).

count num0=BASIS7 BASIS8 BASIS10 BASIS11 BASIS12 BASIS14 BASIS15 (0).
count num1=BASIS7 BASIS8 BASIS10 BASIS11 BASIS12 BASIS14 BASIS1S (1).
count num2=BASIS7 BASIS8 BASIS10 BASIS11 BASIS12 BASIS14 BASIS15 (2).
count num3=BASIS7 BASIS8 BASIS10 BASIS11 BASIS12 BASIS14 BASIS15 (3).
count num4=BASIS7 BASIS8 BASIS10 BASIS11 BASIS12 BASIS14 BASIS15 (4).

compute selfoth=(num1 +(nurr\2'2)+(num3'3)+(num4"4))l(num0+num1+num2+num3+num4).
count num0=BASIS6 BASIS9 BASIS17 BASIS18 BASIS19 BASIS20 (0).
count num1=BASIS6 BASIS9 BASIS17 BASIS18 BASIS19 BASIS20 (1).
count num2=BASIS6 BASIS9 BASIS17 BASIS18 BASIS19 BASIS20 (2).

count num3=BASIS6 BASISO BASIS17 BASIS18 BASIS19 BASIS20 (3).
count num4=BASIS6 BASIS9 BASIS17 BASIS18 BASIS19 BASIS20 (4).

compute depress=(numf +(num2'2)+(num3'3)+(num4'4))/(num0+num1 +num2+num3+numé).

if (BASIS3 le BASIS2) and BASIS4 le BASIS2))role=BASIS2.
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if (BASIS2 le BASIS3) and BASIS4 le BASIS3))role=BASIS3.
if ('3ASIS2 le BASIS4) and BASIS3 le BASIS4))role=BASIS4.

count num0=BASIS1 role BASIS5 BASIS13 BASIS16 BASIS21 BASIS32 (0).
count num1=BASIS1 role BASIS5 BASIS13 BASIS16 BASIS21 BASIS32 (1).
count num2=BASIS1 role BASIS5 BASIS13 BASIS16 BASIS21 BASIS32 (2).
count num3=BASIS1 role BASIS5 BASIS13 BASIS16 BASIS21 BASIS32 (3).
count num4=BASIS1 role BASIS5 BASIS13 BASIS16 BASIS21 BASIS32 (4).

compute livskill=(num1 +(num2"2)+(num3'3)+(num4"4))/(nUm0+num1 +num2-+num3+num4).

count num0=BASIS25 BASIS26 BASIS28 BASIS29 BASIS30 BASIS31 (0).
" count num1=BASIS25 BASIS26 BASIS28 BASIS29 BASIS30 BASIS31 (1).
count num2=BASIS25 BASIS26 BASIS28 BASIS29 BASIS30 BASIS31 (2).
count num3=BASIS25 BASIS26 BASIS28 BASIS29 BASIS30 BASIS31 (3).
count num4=BASIS25 BASIS26 BASIS28 BASIS29 BASIS30 BASIS31 (4).

compute impulse=(num1 +(num2+2)+(num3*3)+(num4*4))/(num0+num1 +num2+num3+num4).

count num0=BASIS22 BASIS23 BASIS24 BASIS27 (0).
count num1=BASIS22 BASIS23 BASIS24 BASIS27 (1).
count num2=BASIS22 BASIS23 BASIS24 BASIS27 (2).
count num3=BASIS22 BASIS23 BASIS24 BASIS27 (3).
count num4=BASIS22 BASIS23 BASIS24 BASIS27 (4).

compute psychot=(num1 +(num2*2)+(num3°3)+(num4*4))/(num0+num +num2+num3+numé4).
* compute overall average BASIS score.

count num0=BASIS1 to BASIS32 (0).
count num1=BASIS1 to BASIS32 (1).
count num2=BASIS1 to BASIS32 (2).
count num3=BASIS1 to BASIS32 (3).
count num4=BASIS1 to BASIS32 (4).

compute BASmean=(num1 +(num2*2)+(num3'3)+(num4'4))/(num0+num1+num2+ni1m3+num4).

var labels selfoth 'relation to self and others subscale’
depress 'depression-anxiety subscale’
livskill 'daily living skills subscale'
impulse ‘impulsive-addictive behavior subscale'
psychot 'psychosis subscale’.
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CHAPTER 6
QUALITY OF LIFE INSTRUMENTS

General | nformation

Counties are to choose one of the fallowing qudity of life indruments:
Lehman's Qudity of Life - Short Form (QL-SF; formerly known asthe TL-30S)

Cdifornia Qudity of Life (CA-QOL)

Brief Descriptions

Lehman’s Quality of Life- Short Form (QL-SF) isa 38-item qudity of life insrument developed
datidicdly from Lehman’slonger Qudlity of Life - Brief Interview (QOL-B). Domains measured include
generd living Stuation, daily activities and functioning, family and socid relaionships, finances, work and
schoal, legd and safety issues, and hedth. It isintended to be self-administered by clients, however, some
clientsin the target population may need assstance. The QL-SF isnat in the public domain.

California Quality of Life (CA-QOL) isa40-item qudity of life insrument, aso developed usng items
from the QOL-B. It measures the same domains as the QL-SF when supplemented by information from the
DMH CSl data system (the CA-QOL measures some of the domains specified by the CMHPC in a manner
that relies on other externa data sources and thereby reduces redundancy). The CA-QOL serves as an
dternative to the QL-SF. QL-SF scores can be equated to those on the CA-QOL. It isaso intended to be
sdf-adminigtered by clients, however, some clients in the target population may need assstance. The CA-
QOL isapublic domain instrument.

Reason Why Counties Have Choice of Two | nstruments

The adult performance outcome pilot recommended that one of Lehman's qudity of life instruments be
selected for the adult performance outcome program. Further discussions regarding aqudity of life instrument
resulted in the recommendation of the QL-SF, Lehman's shorter, sdf-administered qudity of life instrument.
However, in order to respond to questions which arose about the availability and cost of the QL-S- and to
provide flexibility to counties, the State Department of Mental Health (DMH), the Cdifornia Mental Health
Panning Council (CMHPC), and the California Menta Hedlth Director’s Association (CMHDA) agreed to
develop an dternative, sdf-administered qudlity of life instrument (the California Qudity of Life or CA-QOL).
Counties could, at their discretion, choose to use ether qudity of life insrument (the QL-SF or the

CA-QOL).




Development

QL-SF. The QL-SF was developed datidticaly from Lehman's Qudlity of Life Brief Interview (QOL-B) usng
asample of 32 dlients. Little research information was available about the specific development of, or
psychometric quaities of, the QL-SF at the time of writing thistraining manud. However, some additiona
information about the QL-SF was obtained during the quality of life pilot described below.

CA-QOL. Dr. Anthony Lehman, a professor at the University of Maryland and the devel oper of the Lehman
Qudity of Life Long Interview (QOL-L) and Qudity of Life Brief Interview (QOL-B) aswdll asthe QL-SF,
gave DMH permission to sdect and modify items from the QOL-L and QOL-B (both public domain
ingruments) to develop anew qudlity of lifeingrument. A draft of the indrument (named the CA-QOL ) was
developed by representatives from DMH, CMHPC, and CMHDA. The committee was composed of the
fallowing individuds

Department of Mental Health
JmHiggins Ed.D. and Karen Purvis, M.SW.

County Mental Health Programs
Tracy Herbert, Ph.D., Sacramento County
David Williams, Ph.D., San Mateo County

California Mental Health Planning Council
Ann Arneill-Py, Executive Officer

Additionally, the following individuals served as consultants
Sybille Guy, Ph.D., Riversade County Mentd Hedth
Adtrid Beigd, Ph.D., Los Angeles County Menta Hedlth
Amando Cablas, Ph.D., Santa Clara County Mental Health

The CA-QOL, in combination with information from the CS system, measures the same domains as the QL-
SF (see Table 6-1 for acomparison of the number of objective and subjective items within each subscale).

A follow-up pilot assessed the CA-QOL’ s psychometric properties and comparability to the QL-S-.
Sacramento County and San Mateo County administered both qudity of life ingruments (QL-SF and CA-
QOL) to asample of 198 serioudy mentdly ill adult menta hedth dientsin arotated order. Statistica results
are reported below.



Psychometrics

Note: Refer to Section 3 for details on psychometric techniques.

Comparability. Table 6-2 presentsthe datistica correlations between relevant subscaes of the two
indruments. Scores on both instruments generdly corrdlate well. Two QL-S- objective subscales (living
Stuation and daily activities) could not be compared with comparable CA-QOL subscales because these data
will be obtained from the CSl data system. Also, afew subscaes had to be recomputed so that they provided
comparable data.

Rdigbility. Table 6-2 aso presents overal and subscae rdiability coefficients for both instruments as
estimated by internad consstency Satitics.

The overdl rdliatility of the CA-QOL is high (.93).

The overdl rdidbility of the QL-SF islower (.70 based on an internal consistency measure of rdidhility),
even when removing the “if yes’ questions and #20 “how do you likethe D/T scd€’. Rdiahility goes up
dightly (.71) if questions 2 through 5 are removed (comparable questions are not on the CA-QOL).
Reiability islower for the QL-SF probably due to the fact that it is composed mostly of objective items of
yes/no or categorica format and usudly only one item per subjective subscale. The gppropriate religbility
strategy would be test-retest which was not possible given the design of this pilot test.

Therdiability of dl CA-QOL subjective scdesisreativey high (.84 to .93), while the rdiability of the
three CA-QOL objective scades with more than 1 item is modest (.67 to .75).

Therdiability of QL-SF subjective scaes can only be computed for Generd Life Satifaction (it is dightly
lower than for same two items on CA-QOL). Rdiability cannot be computed for any other QL-SF-
subjective subscaes snce the rest have only one item.

The rdiahility coefficients of the same three QL-S- objective subscaes reported for the CA-QOL are aso
modest (.73 - .76).

Vdidity. Both instruments were based on Lehman’s QOL-Brief instrument which has demondrated vaidity.
By extrapolation, the QL-SF and CA-QOL may beinferred to be vaid (cross-content linking between the
QL-SF and the CA-QOL to the QOL-B). Additiondly, both instruments measure the CMHPC domains and
S0 are assumed to be content valid for purposes of the California Adult Performance Outcome System.



Differentid functioning. An anaysisof subscae scores by demographic category indicated only minor
datigticaly sgnificant differences. For the purposes of the pilot report, these were defined as differencesin
scae scores which are gatigticaly sgnificant at the .05 level and which account for a least 10% of the
systematic variance of the differences between subgroup scale scores. Note in some cases, datisticaly
sgnificant differences were found between scale scores within the QL-SF and CA-QOL; but upon further
andysis usng moderately conservative post hoc tests to identify where these differences were occurring, no
sgnificant differences were found. It is possible that these differences were ether artifacts and occurred only
by chance or that the number of individuas in the particular subgroups (e.g., age category) was too smdl to
dlow for meaningful andydis of differences.

Diagnoses Combined. An analysis of scae scores by demographic category indicated only minor datisticaly
sgnificant differences when al diagnoses were andyzed together. Trends were smilar for both instruments.
When andyzed by diagnostic category, one scae met the criteriafor identifying meaningful difference. For the
QL-SF, on the scde “Generd Life Satisfaction,” clients diagnosed with mood disorders had significantly lower
scores than clients diagnosed with schizophrenia or other psychatic diagnoses. The trend was smilar for the
CA-QOL. However, differencesin the CA-QOL did not meet the criteria for identifying meaningful Satigticaly
ggnificant differences.

Diagnosis 1 (Schizophrenia/Psychotic Diagnoses). The only meaningful differences within diagnosis 1 were
found for the CA-QOL for the category age on two scdes “Generd Life Satisfaction” and “ Satisfaction with
Living Situation.” Post hoc tests did not pinpoint these differences as explained above; however, on both
instruments the youngest and oldest groups had higher mean scores than did the intermediate age categories.

Diagnosis 2 (Mood Disorders). Meaningful differences within diagnosis 2 were only found for three objective
scales. On both the CA-QOL and QL-SF differences were found for age for “ Amount of Spending Money.”
Clientsin the youngest age category reported having less money to spend on themsalves than did clientsin the
other age categories.

There were a0 differences on the QL-SF on the scale “ Adequacy of Finances.” Although post hoc tests did
not pinpoint these differences, the tendency (on both instruments) was for the youngest and oldest age
categories to report having the least money for variousitems. It is possible that these differences could be an
artifact of low numbers.

Additiondly, there was a meaningful difference found for ethnicity on “ Generd Hedth Status” Although post
hoc tests did not pinpoint these differences, on both instruments Asians tended to have the highest mean scores
and Caucasians the lowest mean scores. |t is possible that these differences could be an artifact of low
numbers.



Scoring
Instructions for the QL-SF

The QL-SF indruction manua can only be purchased through HCIA-Response. The
QL-SF indruction manua provides background information, generd guiddines for adminigration of the
instrument, and scoring procedures.

Instructions for the CA-QOL

The CA-QOL ingruction manud is available through DMH a no cost. A copy of the scoring manud isaso
included &t the end of this section.



Table6-1
Comparison of Itemsin the QL-SF and CA-QOL Subscales
(using Lehman’s Categories)

Subscale Names

Objective Iltems

Subscale Names

Subjective Items

QL-SF CA-QOL QL-SF  CA-QOL
--- --- --- General Life Satisfaction 1,19 1, 17
Type of Living Situation 2 *CSl Satisfaction with Living 3 2b
Situation 2a, 2c
Types of Productive 4al, 4b1l, *CSl Satisfaction with Leisure 6 3c
Activities 4c1, 4d1, Activities 3b, 3d
4el
Satisfaction with Daily 7 3a
Activities
Nbr. of Days Spent in 4a2, 4b2, *CSl
Productive Activities 4c2, 4d2,
4e2
Main Productive Activity 5 ---
Frequency of Family 8a, 8b 4,5 Satisfaction with Family 9 6b
Contacts Relationships 6a
Frequency of Social 10a, 10b, 7a, 7b, 7c, Satisfaction with Social 11 8d
Contacts 10c, 10d 7d Relationships 8a,8b,8c
Amount of Spending 12 9 Satisfaction with Finance 14 11b
Money 11a, 11c
Adequacy of Finances 13a, 13b, 10a, 10b,
13c, 13d, 10c, 10d,
13e 10e
Victim of Violence 15a 12a Satisfaction with Safety 16 1l4c
14a, 14b
Victim of Non-violent crime  15b 12b
Arrested
15c 13
General Health Status 17 15 Satisfaction with Health 18 16a
16b, 16c

* Will be obtained through the CSl data system




Table6-2
Summary of Quality of Life Pilot Statistics Grouped in Lehman QL-SF Domains

Subscales

Subjective
Generd Life
Satisfaction
Satisfaction with
Living Situation
Satisfaction with
Leisure Activities
Satisfaction with
Dally Activities
Satisfaction with
Family Relations
Satisfaction with
Socia Relaions
Satisfaction with
Finances
Satisfaction with
Safety
Satisfaction with
Hedth

Overdl for

Subjective
Objective
Freguency of
Family Contacts
Frequency of Socia
Contacts
Amount of
Spending Money
Adequacy of
Finances

Victim of Crime

Arrested
Genera Hedlth
Status
Overdl for
Objective
OVERALL

California Quality of Life

Number

of Items

16
40

(CA-QOL)
Subscale
Mean
3.88
4.32
4,16
414
427
4.23
3.17
4.50
3.89

4.10

3.37
291
2.23
0.68
0.092
0.02
3.24

1.68

Subscale
Reliability
.89

.89

87

93
.89

92

87

.95

67

75

75

67

57
93

Lehman’s Quality of Life-Short

Form (QL-SF)
Subscde
Mean

Subscale
Reiability

Number
of Items

1

1

g7
3ex+

397

4.36

3.89

394

4.27

4.04

324

443

4.09

4.06

2.64

331

2.22

0.69

0.066

0.01

3.28

1.64

.89

.76

73

73

A7

57
70|

Subscale
Correlations

73

82

.66

81

.69

75

-84

-.82

.76

82

82

* 1item only, ** includes only items with comparable CA-QOL data, *** removed “if yes’ items & #20




Clinicd Utility
Both instruments provide a rdatively brief, structured way to assess sdf-reports of the quadity of life for

persons with severe mentd illness. The instruments provide both an objective measure about a qudity of life
indicator as well asthe client’s subjective fedings of satisfaction about that indicator.

Administration Procedures

Who Should Be Administered the QL-SF or CA-QOL?

The qudity of life instrument sdected by the county isto be administered to al target population clients (see
page 2-4 for a description of the target population) within 60 days of first receiving service, annudly and at
discharge.

Who Should Administer the QL-S- or CA-QOL?

Although both instruments are intended to be saf-administered, each can be administered by an interviewer if
the respondent requires assstance or if there are language barriers.

Itislikely that some clientsin the target population may require assistance. Assistance may be provided by
different staff or team members, including a nurse, case manager, psychiatrist, other saff, or a peer counselor.
However, when assstance is provided, it should be limited to reading the question and noting the client’s
response. Sometimesit may be necessary to define aterm for aclient. However, at no time should the person
adminigtering the form attempt to interpret or clarify the client’s responsesin away that may affect the
responses.



Freguently asked questions

Which qudity of lifeingrument should | use?

It depends on the county; each form has advantages and disadvantages related to cog, flexibility of
formatting, technology avallahility, etc.

About how long does it take for a client to complete the QL-SF or CA-QOL instruments?

The author of the QL-SF estimated that it would take about 10 minutesto complete.  However, actua
results from the adult qudity of life performance outcome pilot were that it takes on average 20 minutes to
complete the QL-SF and approximately 18 minutes to complete the CA-QOL. The range of reported times
for both instruments was from about 5 minutes to aslong as 1 hour. Approximately 75% of the pilot
participants were able to complete either instrument in 20 minutes or less and approximately 90% were
able to complete ether ingrument in 30 minutes or less.

Completion times for both instruments can vary consderably depending on the client’sleve of functioning.

Can weredly expect our clients to complete these instruments unassisted?
Mogt pilot participants were able to complete ether instrument without assistance (approximately 60%).

Approximately 23% required some assistance. Relatively few participants required total interviewer
adminigration (approximately 15%).



Sour ces of Further Information

References for Dr. Lehman’slonger, public domain quality of life instruments:

Lehman, A.F. (1988) A Qudity of Life Interview for the chronicdly mentdly ill. Evaluation and Program
Planning. 11:51-62.

Lehman, A.F. (1994). Qudlity of Life Interview (QOLI). InL.I. Sederer & B. Dickey (Eds.), Outcomes
Assessment in Clinical Practice (pp. 117-119) Bdtimore, MD: Williams & Wilkins.

Lehman, A., Kernan, E., & Postrado, L. Toolkit for Evaluating Quality of Life for Persons with Severe
Mental IlIness. Center for Menta Hedlth Services Research, University of Maryland School of
Medicine, Department of Psychiatry, Bdtimore, MD.
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Ordering | nfor mation

Costs
The QL-SF isnot in the public domain and must be purchased through a private vendor (see HCIA-Response
below).

The CA-QOL isin the public domain and can be obtained from the Department of Mental Health, Research
and Performance Outcome Development Unit. No costs are associated with acquiring it for use. It may be
duplicated, formatted, and/or trandated according to the county’ s need.

TELEform. For counties using the TEL Eform technology, the State Department of Menta Health will
provide any county who requests it, a copy of the TEL Eform form definition files that will alow fax-based data
entry for the CA-QOL.

HCIA-Response. For counties usng the QL-SF with HCIA-Response technology, contact them at the
number below for ordering information.

HCIA-Response
950 Winter Street, Suite 3450
Wadtham, MA 02451
Phone: (800) 522-1440 or
Debbie Rearick (781) 522-4630
FAX: (781) 768-1811

http://mww.hcia.com
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Instructions: Below is a set of questions about your life. Please answer each question by filling in the

bubble that best describes your experience or how you feel. Please fill in only one bubble for each
question.

General Life Satisfaction . Mostly . Mostly
. Terrible Unhappy Dissatisfied Mixed  Satisfied Pleased Delighted
1. How do you feel about your life in O1 O2 Os Oa Os Oes Or
general? '

Living Situation
2.Think about your current living situation. How do you feel about:

Mostly Mostly
. Terrible Unhappy Dissatisfied Mixed  Satisfied Pleased Delighted

A. The living arrangements where O1 O2 Os Osa Os Os O17

you live?
B. The privacy you have there? On1 O2 Os or: Os Os Or7
C. The prospect of staying on where O1 O 2 O3 Q4 Os Ose O7

you currently live for a long period

of time?

Daily Activities & Functioning

3.Think about how you spend your spare time. How do you feel about:
Mostly Mostly

Terrible Unhappy Dissatisfied Mixed  Satisfied  Pleased DelighOted
1 7

A. The way you spend your spare O2 O3 O4 Os Oe

time?

B. The chance you have to enjoy O1 O 2 O3 O4 Os Os O7
pleasant or beautiful things?

C. The amount of fun you have? O1 O2 Os O4 Os Os Or7

D. The amount of relaxation in your O1 Oa2 Os Oa4 Os Os Or
life?

Client ID Number (Must be entered on each page and is used to link pages) 20652

*Adapted from the Full and Brief versions of
. the Lehman Quality of Life Interview. .
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Family

4. In general, how often do you talk to a member of your family on the telephone?
O at least once a day O at least once a month O not at all
O at least once a week O less than once a month O no family

5. In general, how often do you get together with a member of your family?

O at least once a day O at least once a month O not at all
QO at least once a week O less than once a month O no family
6. How do you feel about: Mostly Mostly
Terrible Unhappy Dissatisfied Mixed Satisfied  Pleased Delighted
A. The way you and your family act O1 O2 Os Oa Os Ose Q7

toward each other?

B. The way things are in general O1 O2 O3 O4
between you and your family?

Os Os o7

Social Relations

7. About how often do you do the following?

A. Visit with someone who does not live with you?

O at least once a day O at least once a month O notat all
O at least once a week O less than once a month

B. Telephone someone who does not live with you?
O at least once a day O at least once a month O notatall
O at least once a week O less than once a month

C. Do something with another person that you planned ahead of time?
O at least once a day O at least once a month O notatall
O at least once a week O less than once a month

D. Spend time with someone you consider more than a friend, like a spouse, a boyfriend
or a girlfriend?

O at least once a day O at least once a month O notatall
O at least once a week O less than once a month
8. How do you feel about: Mostly Mostly
Terrible  Unh Dissatisfied Mixed  Satisfied  Pleased Delighted
A. The things you do with other o1 Or Qs 0% Os Oz
people?
B. The amount of time you spend O1 Oa2 Os QOa Os Oes Or
with other people?
C. The people you see socially? O1 Qa2 Os Oa Os Oes Or
D. The amount of friendship in O1 Oa2 Os Oa Os Oe Or7
your life? :
Client ID Number (Must be entered on each page and is used to link pages) 20652
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Finances

9. On average, how much money did you have to spend on yourself in the past month,
not counting money for room and meals?
QO less than $25 O $25t0 $50 O $51to0 $75 O $76to $100 (O more than $100

10. During the past month, did you generally have enough money to cover the following items?

No Yes
A. Food? o O
B. Clothing? O O
C. Housing? o O
D. Traveling around for things like shopping, medical O O
appointments, or visiting friends and relatives?
E. Social activities like movies or eating in restaurants? O O
11. In general, how do you feel about: Mostly Mostly
Terrible  Unhappy Dissatisfied Mixed  Satisfied Pleased Delighted
A. The amount of money you get? O1 O2 O3 Oa Os Os O7
B. How comfortable and well-off O1 O2 O3 Oa Os Os O7
you are financially?
C. The amount of money you have O1 O2 Os Os Os | Oe Or
available to spend for fun?
Legal & Safety
12.1 icti :
n the past month, were you a victim of No Yes
A. Any violent crimes such as assault, rape, mugging, or robbery? O O
B. Any nonviolent crimes such as burglary, theft of your property O O

or money or being cheated?

13. In the past month, have you been arrested or picked-up for any crimes?
QO Oarrests O 1 arrest O 2arrests O 3arrests O 4 arrests O 5arrests QO 6 or more arrests

14. How do you feel about: Mostly Mostly
Terrible ~ Unhappy Dissatisfied Mixed  Satisfied  Pleased Delighted
A. How safe you are on the streets O1 O2 O3 Oa Os Oe O7
in your neighborhood?
'B. How safe you are where you live? O1 O2 Os O4 Os Os Or7
C. The protection you have against O1 O2 O3 Oa4 Os O6 O7
being robbed or attacked?

Client ID Number (Must be entered on each page and is used to link pages) 20652

pa§é3of4 E .




Health
15. In general, would you say your health is:
O excellent O very good Ogood Ofair O poor
16. How do you feel about: , Mostly . Mostly .
Terrible Unhappy  Dissatisfied Mixed  Satisfied Pleased Delighted
A. Your health in general? O1 O2 Os Oa Os Oe Or7
B. Your physical condition? O1 Oa2 Os Oas Os Oes Or7
C. Your emotional well-being? O1 O2 O3 Oa Os Os O7
Global Rating Mostly Mostly
Terrible  Unhappy Dissatisfied Mixed  Satisfied Pleased Delighted
17. How do you feel about your life in O1 O2 Os O4 Os Os Or

general?

18. How did you become involved with

this program?

O I decided to come in on my own.

O Someone else recommended that | come in.

O | came in against my will.

The California Quality of Life Survey (CA-QOL) is adapted from Dr. Anthony Lehman's Quality of Life Interview (Full and Brief versions)
of Mental Health, California Mental Health Directors Association, and the

Questions about the CA-QOL should be

by a committee representing the State Department
California Mental Health Planning Council

with the written permission of Dr. Lehman.
directed to the California Department of Mental Health, 1600 9th Street, Sacramento, CA, 95814. For more information about the Lehman
Quality of Life Interview, contact: Anthony Lehman, M.D., Department of Psychiatry, University of Maryland Medical Center, 645 West
Redwood Street, Baltimore, MD 21201.

Client ID Number (Must be entered on each page and is used to link pages)

pagé 40f 4

20652

LN




02708789 MON 11:43 FAX 781 768 1811 HCIA INC . @oo2
QUALITY OF LIFE QUESTIONNAIRE — 2
(QL-SF) Do ‘MARKING INSTRUCTIONS
| Cm“o.o ’"‘W“Teé:x:@
INSTRUCTIONS: This questionnaire asks about your quality of life, how you s PP DD D I
are doing and how you feel about things. Please read each question carefully  fum PO DD DD
and then mark your response by fi lfing in the appropriate oval. PP IDIODD T
Several questions use the DELIGHTED-TERRIBLE Scale to help you tell how L [ DD DD
you feel about different things in your life. DD DD B D D D
- PRI DOIDDBD T
Terrible Unhappy Mostly  Mpeg Mcst*r Pleased Delightod mm P DT DRI DDD®
D‘m'*"ed Satisfied m DT DD D
m | (DD D DD
’i- [ I PDDODDD DT DODDD
D D DD B D A
pm | O lessthan 18 O 45-54
EXAMPI.E I: To illustrate how you use thls scale, we will use the - Oe-2 €I 55-64
example of chocolate ice cream. If you love chocolate ice cream, -] O25-34 6574
you might say that you feel “Delighted” about it and fill in oval 7. _y Q¥B-u 75 or Older
EXAMPLE 2: If you hate chocolate ice cream, you might say ! B. What is your sex?
that you feel ‘Terrzble about it and fill in oval |. m | OMale < Female
!
EXAMPLE 3: If you feel so-so about chocolate ice cream, | | €. Which of these groups best
you might say that you feel “Mixed™ about it and fill in oval 4. | describes your family origin?
m | O Asian/Pacific Istander
Not all questions use this scale. Some ask you to re3pond “yes™ or m | O African-American
“no”, and others ask

In all cases, just fill in

OFY

Fill in the oval on the DELIGHTED-TERRIBLE Scale that best describes

how you feel about your life in general?

YN SIOYS @)

1 DD DLIIP@PD

Fill in the oval that best describes where you have been living

during the past month? (Fill in only one oval.)

e

2 O Ina house or apartment alone or with

a spouse, friend, family or children

< In a house, apartment or boarding homae
where 3 mental health professional like a
counselor or case manager visits regularfy

O In a treatment program or boarding home
- where 2 mental health professional like

2 counselor or case manager is there

all or almost all the time

i

O In a hospital or nursing home

O Ina juil or prison

O On the streets or in an emergsncy
sheiter for the homeless

. Fill in the oval on the DELIGHTED-TERRIBLE Scale that best describes how
you feel about the privacy you have where you live?

Y RISIOISIOIS)

3 LN N R CNOROR e

'LEASE TURN OVER CARD FOR MORE QUESTIONS.

21996 Anthony F. Lehman, M.D. Al Rights Reserved.  RT97.292
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'
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Terrible  Unh, Mosely  ap Mosely
The DELIGHTED- " "™ binscihoq "= [ Plesed Datghend
TERRIBLE '
Scale .
OO ONONG ®© @
4. During the Past month, did you do the following?
a. During the past month, did you work at a job for pay? W4 DD Yes < No
If YES, about how many days did you spend on a job? ms O I-5days O 6-10 days
- S H-15 days < 16 days or more
b. During the past month, did you go to school? - s O Yes ‘Q Neo
If YES. about how many days did you spend in school? -7 O (-5 days O 6-10 days
) - O 1i-15 days C 16 days or more
€. During the past month, dig you do volunteer work? - O Yes O No
If YES, about how many days did you spend as a volurteer? =y O li-Sdays O 610 days
) - O 1-15 days Q 16 days or more .
d. During the past month, did you keep house or take care of children? wmis O Yes O No
If YES, about how many days did you spend keeping house or taking ™= 1 <> 15 days O 6-10 days
care of children? - OIS days 2 16 days or more
e. During the past month, did you go to a day program? 12 O Yes < No
IFYES. about how many days did you spend at the program? =13 O 15 days 610 days
- O 115 days O 16 days or more

during the past g

5. Which of these 2 ﬁ

b for pay

Doaing vol@iteer work

- O Keeping house/taking care of children
N - © Going to a day program
- < None of these
. Fillin the oval on the DELIGHTED.TERRIBLE Scale that best describe OO0
howyoufeelabouttheamountoffunyouhave. . - 2D D
7. Fillin the oval on the DELIGHTED-TERRIBLE Scale that best describes * SlaloYsle)
howyou feel about how you spend your time. - (CROEHNOR RO N
8. Fillin the oval that best answers each of the following two questions. . Less | Not
(Fill in only one oval for each question.) ; Daily | Waekdy | Monthly monenty | o
2. How often do you talk to a mermiber of your family on the telephone? = 17 - ) O O
b. How often do you get together with a member of your farmily? ) o O o
! .
9. Fillin the oval on the DELIGHTED- TERRIBLE Seale that baot describes |
how you feel about the way things are in general between you and { S © © @ © © ©
your family. -9 TDDD S® @
]
PLEASE CONTINUE WITH THE NEXT QUESTIONS. i
l
x'- "FOR OFFICE USE ONLY D ® [Conlll¢ IS > WG
4 6-17
i
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errible  Unhap N«t'y Mixed Mm'r Plaased Delighted
rhe DELIGHTED- - "o = o

e ®®®®©©©

10. Fill in the oval that best answers each of the following four questions.

Not
Daily | Weekly | Monthly

with a friend?

d. How often do you spend time with someone you consider more than _ 3 O
a friend, like a boyfriend, girlfriend or your spouse?

Less
(Fill in only one oval for each question.) ‘ n:rhlr all
a. How often do you spend time with a friend who does not five withyou? m2n O | O (O -
b. How often do you phone a friend who does not live with you? mz O - o) - <
c. How often do you make plans ahead of time to do something -n O o < : i o
S

C\

0
.

i
11, Fillin the oval on the DELIGHTED-TERRIBLE Scale that best describes ' ® Q6 ® ® © @)
how you feel about the amount of friendship in your life. -2 (ORONe NN RORE

12. Fillin the oval next to the amount of money you had to spend on yourself =m2s (O lessthan $20 (O $20 to $50
during the past month, not counting money for room and board (housing & $51 to $100 & More than $100
and meals). (Fill in only one oval.) ) .

3. Answer YES or NO to each of the following questions. ' !
(Fill in only one oval for each question.)

a. In the past month, did you have enough money for food? - 26 OYes O No

d. In the past month, did you have enough money for transportation?  d O Yes <O No

[ e. Inthe past month, did you have enough money for fun? = O Yes O Neo

14, Fill in the oval on the DELIGHTED-TERRIBLE Scale that best describes - AROLOOO
aboqthovaellyouareﬁnancsally. -3 PDDDDDD D

15. Answer YES or NO to each of the following questions.
(Fill in only one oval for each question.)

a. In the past month, were you the victim of any violent crime like

Y N
assault, rape, mugging or robbery? - o Yes © Ne

b. In the past month, were you the victim of any non-violent crime ' Y. No
like a theft, burglary or being cheated? - e <
c. In the past month, have you been arrested or picked up -3¢ ™ Yes <> Ne
for any crime? -
16, Fill in the oval on the DELIGHTED-TERRIBLE Scale that best describes ' RDIRID)] 0 @ ©
l;:: tz::kf::l about the protection you have against being robbed -5 DD DDD D
LEASE TURN OVER CARD FOR THE REST OF THE QUESTIONS. == FOROFFICEUSEONLY @B ® © @ B ®

© 199 Anthony F. Lelvman, M.D.  All Rights Reserved. ! © 1997 HCAInc.  RESPONSE Waltham, Mass. ¢ 1@
i
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Tarrible  Unha, Mowy Mostly . ‘ - ® ® eoe
The DELIGHTED. "o T Sucieg Mot Dol ;
TERRIBLE i
Scale ;
D O @ @ ’
17. Overall, how would you rate your heaith? (Fill in only one oval ) F 3 O Excellent ——’
- O Very good
- O Good
- O Fair
h O Poor
18. Filin the oval on the DELIGHTED-TERRIBLE Scale thar poce describes | OROEOBO
howyoufeelaboutyourhealthingmral. -7 PSSO DBD D
19. Filln the oval on the DELIGHTED-TERRIBLE Scale that boet describes | IISIOISIONe)
how you feel about your life In general. -y ODSDDHD D
3y O 1 liked it. It should be used.
20. What do you think of the DELIGHTED-TERRIBLE Scale? : ! have mixed feelings. It doesn't
Fill in the oval that best describes what you think. (Fill in only one oval.) » - o matter if you use It or not.
O 1 did not like it. It should not be used,
THIS IS THE END OF THE QUESTIONNAIRE. THANK YOU. THE REST OF THE CARD IS FOR OFFICE USE ONLY.
Eplsode of Care () > B D
B EOX<S
| Location/Site/Provider Code

Date Completed p : ﬁ ' ’

ﬁﬂ;bA[v
e c : -

»c)oo Ol @j

m«» D & DT

> . T > T

—-“l—s——__;,_;
@@@’D@@@@@@

Visit Type

O Intake/Admission O Discharge
O Mid-Treatment O Follow Up/Post Tx

Assistance Type

QO Self-Administered
OTﬂnslaaonAss!sunaNuded :
OOtherAsslst:nuNeeded

Primary DSM Code

ey

Secondary DSM Code
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Scoring Manual
for the
California Quality of Life

BACKGROUND

Introduction

Under the leadership of the State Department of Mental Hedth (DMH), the Cdifornia Mental Hedlth
Planning Council (CMHPC), and the CdiforniaMental Hedlth Directors Association (CMHDA), a
pilot project was conducted to assess ingruments for use in Cdifornia’ s Adult Performance Outcome
Sysem. The recommendation that resulted from this pilot was that the following instruments be
selected for satewide implementation the Globa Assessment of Functioning (GAF) Scae, the
Behavior and Symptom Identification Scale (BAS S-32), aqudity of life survey ingrument, and a
consumer satisfaction program eva uation instrument.

Further meetings regarding a qudity of life instrument resulted in the selection of the

QL-SF (formerly cdled the TL-30S), Dr. Anthony Lehman's shorter, self-administered qudity of life
ingrument. Additionaly, in order to respond to subsequent questions about the availability and cost of
the QL-SF and to provide greater flexibility to the counties, the DMH, CMHPC, and CMHDA agreed
to develop an dterndive, sdlf-administered, public domain qudity of life ingrument (the Cdifornia
Qudity of Lifeor CA-QOL). If the CA-QOL proved sufficiently comparable to the QL-SF, counties
could, at their discretion, choose to use either quality of life instrument for the Adult Performance
Outcome System.

Deve opment of the CA-QOL

DMH obtained written permission from Dr. Lehman to sdect and modify items from his public domain
Qudity of Life Interview Instruments (QOL-Brief and QOL-Long) in order to develop anew qudity of
life ingrument particularly suited to Cdifornia'sneeds. A smal committee of representatives from
DMH, CMHPC, and CMHDA then developed a draft of the new qudity of life insrument, the CA-
QOL, extracting items from both the QOL-Brief and QOL-Long.

The CA-QOL consgs of 40 items and measures the same domains as the QL-S- when supplemented
with information from DMH’s Client Services Information (CSl) datasystem. In order to minimize the
data collection burden on counties, while measuring the CMHPC domains, the committee agreed to
obtain as much data as possible from the CSl system.



Pilot Methodology

Two counties (Sacramento and San Mateo) volunteered to administer both quality of life insruments to
asample of serioudy mentdly ill adult menta hedth clients. The counties attempted to obtain a
heterogeneous sample with particular emphasis on obtaining adequate numbers of both men and
women. Information was aso gathered on the client’ s ethnicity and age, as well as primary diagnosis
within broad categories. Categories of diagnoss found to be useful in the previous pilot were: (1)
schizophrenia and other psychotic disorders, (2) mood disorders, and (3) anxiety and other

diagnoses. PRilot protocols were developed and distributed before the counties began administering the
indruments. These protocols addressed dlinician training, instrument administration issues, and data
collection and reporting issues

Pilot Results

Both ingruments were administered in arotated order to a sample of 198 serioudy mentdly ill adult

mental hedlth clients. In generd, pilot participants included adequate numbers within age categories,
mgjor ethnic groups, gender, and the two mgjor diagnogtic categoriesto alow for Satistical andysis.
There wasllittle missing data

Most client participants were able to complete either of the instruments without assistance
(approximately 60%). Approximately 23% of the clients required some assistance and only about
15% required total interviewer administration. On average, it took clients 20 minutes to complete the
QL-SF and 18 minutes to complete the CA-QOL. The range of reported times for both instruments
was from about five minutes to aslong as one hour. Approximately 75% of the clients were able to
complete ether instrument in 20 minutes or less, and gpproximately 90% of the clients were able to
complete ether insrument in 30 minutes or less. Completion times for both instruments could vary
consderably depending on the client’sleve of functioning.

In general, average scores on corresponding scales were quite smilar and corrdlated well. An andysis
of scale scores by demographic category indicated only minor satisticaly sgnificant differences.

Based on an interna consistency measure of rdiability (Cronbach’s dpha), the overdl rdigbility of the
CA-QOL was found to be high (.93), while the overdl reiability of the QL-SF was lower (.70). The
reliability of the three CA-QOL objective scales with more than one item was modest, as was the
religbility of the same three QL-S- objective subscales. Therdiability of al CA-QOL subjective
scaeswas rddively high. The rdiability of QL-SF subjective scales can only be computed for the two
items which make up the “ Generd Life Satisfaction” scae, and it was dightly lower than for same two
itemson CA-QOL. Interna consstency coefficients of reliability cannot be computed for any other
QL-SF subjective scales since the other scales have only one item.

Both ingruments were based on Lehman’s QOL-B and QOL-L ingruments which have demonstrated
vaidity and rdliability. By extrgpolation, it is assumed that the QL-SF and CA-QOL arevdid.
Additionaly, the instruments are assumed to be valid for purposes of the Cdifornia Adult Performance
Outcome System because they measure what they are supposed to measure; i.e., the CMHPC quality
of life domains.



For more detailed information on statistica results, a copy of the summary report entitled “A Filot to
Evduate Alternaive Qudity of Life Assessment Insruments’, can be obtained by writing the Cdifornia
Department of Mental Health, Research and Performance Outcome Development Unit, 1600 9"
Street, Sacramento, California, 95814.

Conclusons of Filot

In many ways the instruments are similar:

Both ingtruments provide ardatively brief, structured way to assess the qudity of life of
persons with severe mentd illness.

Both ingtruments are based on Lehman's public domain qudity of life indruments and, asa
result, item content and format are Smilar.

When combined with the CSl data system, both instruments adequately measure the quality of
life domains which are of interest to the CMHPC.

The completion time required and ass stance needed were smilar for both instruments.
There wasllittle differentid impact within scales of ether ingrument.

Mean scores are quite Smilar for corresponding scales, and correlations between these scales
are generdly high. No meaningful differences were found between scae scores across
ingruments. Scores from the QL-SF can be statistically equated to those on the CA-QOL
using regresson techniques.

In some ways the CA-QOL has advantages for California:

The CA-QOL isin the public domain. This not only easesthe financia burden on counties, but
makes it possible to revise the ingrument’ s format or develop language trandations to meet
Cdifornia s needs.

An analyss of the psychometric properties of the CA-QOL indicates it compares very
favorably with the QL-SF. It is somewhat faster to complete, and its overdl and scae
reliability based on internd consistency is better.

The CA-QOL minimizes the data collection burden on counties, while till measuring the
CMHPC domains, by obtaining as much data as possible from Cadlifornia' s CSl data system.
However, dthough this diminates redundant questions, it dso limits the instrument’ s usefulness
for national comparisons because certain data e ements are missng.



Although both instruments, when combined with CSl data, measure the same CMHPC
domains, the CA-QOL provides more complete information of the subjective, dient satisfaction
scales.

The purpose of the pilot was to determine whether the CA-QOL and QL-SF could be equated and to
andyze the psychometric properties of the two instruments. After areview of the initid pilot results,

the conclusion of this project is that the CA-QOL can serve as avaid dterndive to the QL-SF.
Additiona dataare still being gathered and will be appended when they are available.

GENERAL GUIDELINES

Clinicd Integration

The key to the successful implementation of the adult performance outcome measurement system is
effective clinica integration of the performance outcome instruments. The

CA-QOL isone part of aset of instruments. The information provided by the set of outcome
instruments can furnish valuable clinica information. However, unless clinicians understand how to
interpret and integrate this information into the diagnosis, treatment planning, and service provision
process, the data will not be used effectively.

The results of the adult performance outcome instruments are not intended to replace the skills used by
clinicians to complete a thorough evaluation, design a trestment plan, or monitor progress. Many of
the questions are smilar to the questions clinicians adready ask as part of their clinica assessment.
However, asking these questions in a sandardized format, in combination with clinical assessment skills
and additiona data sources, gives a more comprehengve and objective dinica profile of an individud
client.

Uses

The CA-QOL results can provide useful information for assessment and trestment planning (e.g.,
assessing adient’s satisfaction with quaity of life, developing a basdine for satisfaction with qudity of
life, identifying areas of strength or weakness, and developing a trestment plan). The CA-QOL results
can aso be useful for monitoring/evauating progress, identifying a need for additiona resources, and
evauating the effectiveness of trestment.

Adminigration

The CA-QOL should be administered dong with the other assessment instruments &t intake (once a
client has been determined to be part of target population), yearly, and a discharge. The Adult
Performance Outcome Training Manud gives more specific information on administration procedures
for the adult performance outcome ingruments. A copy of the Adult Performance Outcome Training
Manud can be obtained by writing the California Department of Mental Hedlth, Research and
Performance Outcome Development Unit, 1600 9" Street, Sacramento, California, 95814.



Asindicated earlier, the CA-QOL was intended to be administered as a sdf-report, but the pilot found
that assistance may be required. This assstance does not necessarily have to be provided by the
dinidian.

SCORING PROCEDURES

Scoring of the CA-QOL isreatively sraightforward. Items can be scored individudly or as part of a
scde score. Computing scale scores congsts primarily of calculating averages for scaes with more
than one item. There are two types of items: subjective items and objective items. All subjective items
use the same 7-point scale. Objective items use avariety of formats. Scale scores can be computed
for eech type. An overdl qudity of life score would not be appropriate because of the varying item
content and format.

The specific items comprising each of the scales are listed in Table 1 below. Note: scoring of the
dternate quality of life instrument, the QL-SF, isd <o rdaively smple. Counties sdecting the QL-SF
can obtain a scoring manud by contacting Deborah Rearick of HCIA/Response at (781) 522-4630
or writing HCIA/Response Technologies at

950 Winter Street, Waltham, MA, 02451.

Missng Data
Scde scores should not be computed if there are any missing data for that scale. Because most scales

are composed of no more than two or three items, even asingle non-response to the itemsiin that scale
sgnificantly affects an aggregated score.



Subjective Scales

All of the items measuring subjective scales use the same 7-point ordina scae. Respondents should
mark only one answer for each item. Items should be coded as indicated in Table 1.

Tablel

Coding for Subjective Scaes
Subjective Scaes Items Coding for Subjective Items
Generd Life Satisfaction 1,17 1= Terible
Sdtidfaction with Living Stuation 23, 2b, 2c 2 = Unhappy
Sdisfaction with Leisure Activities 3b, 3c, 3d = Modly Disstisfied
Sdtidfaction with Daily Activities 3a = Mixed
Sdidfaction with Family Relaionships 6a, 6b = Modly Saidfied
Satifaction with Socid Reldions 8a, 8b, 8c, 8d = Pleased
Satisfaction with Finances 11a, 11b, 11c = Ddighted
Satisfaction with Sefety 14a, 14b, 14c
Sdtisfaction with Hedlth 1643, 16b, 16c

In order to obtain the scale score, smply compute the average of dl of the items listed next to each
scde. For example, for the scale * Satisfaction with Living Situation”, assume that a consumer marks a
scoreof 4 on Item 2a, ascore of 5 on Item 2b, and a score of 6 on Item 2c. The average of these
three scoreswould be the sum of 4 + 5 + 6 (which is 15) divided by 3 for an average (mean) score of
5. “Daily Activities’ isthe only areain which an average cannot be computed since it congsts of only
one item.

Objective Scales

As mentioned previoudy, certain objective categorical information necessary to measure CMHPC
outcome domains is dready being gathered by the CSl data syster and was not included in the CA-
QOL. Thesetwo areasare: Type of Living Situation and Types of Productive Activities (e.g., work,
education, volunteering). The CA-QOL does gather subjective information about these domains. The
items measuring the remaining seven objective scales comein avariety of formats and should be coded
asdecribed in Table 2. Asnoted previoudy, these items can be scored individually or combined into
scale scores where gppropriate (for scales with more than one item).

Note that item number 13 (number of arrests) and item number 15 (hedlth satus) are coded so that
higher values are a negative outcome. On dl other items, higher vaues indicate a positive outcome.



Table2

Coding for Objective Scaes
Objective Scaes Items Coding for Objective Items Scale Scores
Frequency of Family 4,5 0= nofamily Compute mean
Contacts 1= notatdl (exduding those
2 = lessthan once amonth responding 0)
3= at least once amonth
4= at least once aweek
5 = at least once a day
Frequency of Socid 7a, 7b, 7c, 7d = not a dl Compute mean
Contacts = lessthan once amonth
= a least once amonth
= at least once aweek
= a least once aday
Amount of Spending 9 = lessthan $25 Single score
Money = $25t0 $50
= $51t0 $75
= $76to $100
= more than $100
Adequacy of Finances | 10a, 10b, 10c, 10d | 0= No Compute percent
10e = Yes yes/no
Victim of Crime 12a, 12b = No Compute percent
1= Yes yesno
Arrested 13 = O arrests Single score
= 1arrests Note: for thisitem
2= 2arrests high scoresare a
= 3arrests negative outcome.
= 4 arrests
= Sarrests
= 6 arrests
Generd Hedth Status | 15 1 = excdlent Single score
2 = very good Note: for thisitem
3 =good high scoresare a
4 =far negative outcome,

5 = poor




CHAPTER 7
MENTAL HEALTH STATISTICSIMPROVEMENT
PROGRAM (MHSIP) CONSUMER SURVEY

General | nformation

The Mental Health Statistics Improvement Program (MHS P) Consumer Survey isa public doman
instrument that was developed as one part of the complete MHSIP Report Card by a Task Force of the
MHSIP Advisory Committee of the Center for Mental Hedlth Services. The Task Force included mental
hedlth consumers, representatives of federd, Sate, and loca menta health agencies; advocacy groups,
researchers; and policy andysts. The MHSIP Consumer Survey asks questions relating to genera satisfaction,
access to services, appropriateness of treatment, and outcomes of care. The latest “short version” of the
MHSIP Consumer Survey consasts of 26 items. This instrument was selected for implementation in the Adult
Performance Outcome Program because it:

is acceptable to consumers (consumers reported that it was easy to understand, relevant to their concerns,
and easy to complete);

efficiently measures avariety of important domains,

IS psychometricaly sound; and

alows nationa comparisons (severd states are currently using this verson).

Development

The origind 40-item MHSP Consumer Survey was piloted by five states (Rhode Idand, Colorado, Texas,
Virginia, and New Mexico). Based on guidance from the NCQA Behaviora Measurement Advisory Pandl, a
shorter 21-item version of the instrument was developed. The reduced item set was obtained by using an
agorithm that sdlected items on the badis of their unique contribution to a domain in combination with logical
and exploratory factor anaytic procedures. In addition to reducing the overal number of items, problem items
with negative wording were revised.

A revised 26-item verson is now available. Differencesin the latest verson include changes in wording to
meake it more gpplicable to the Cdifornia setting and the addition of certain items important to consumers.

Psychometrics

Note: Refer to Section 3 for details on psychometric techniques.

The MHSIP Consumer Survey was not part of the Adult Performance Outcome Pilot because it was not
widdy used a the time and little evauative information was available. However, the instrument has now been
extensvely piloted in other states. The MHSIP Task Force has reported that the 21-item version has
psychometric features smilar to the origind 40-item version. In the five date sudy, the rdliability coefficients
for the domain scales ranged from .65 to .87. The 26-item version is expected to have Smilar results. The
Depatment of Mentd Hedth (DMH) will be monitoring the psychometrics of this insrument nationdly and
during implementation in Cdifornia



DMH has added four questions to the officid 26-item version:

Thefirgt additiona question asks clients how they became involved with the program and is intended to
provide vauable information about whether the client came in voluntarily or involuntarily. Answer options are,
(1) | decided to come in on my own, (2) Someone e se recommended that | comein, and (3) | camein against

my will.

The second additiond question asks. “What would you like changed to improve this program?’ and leaves
gpace for written responses. This question goes beyond inquiring about the client’ s satisfaction with care and
empowers the individua to suggest changes.

The third and fourth additiona questions ask about whether the client attends a self-help group (answer options
are yes, not available, and no); and, if yes, how often he or she participates (answer options are daily, weekly,
monthly, occasiondly). These questions will be used to gauge client commitment to participation in their program,
as well asto evauate the effectiveness of self-help.

Scoring.

The completion of thisinstrument is relaivey straightforward. Respondents rate their level of agreement or
disagreement with each of the first 26 statements on a scae with vaues ranging from strongly agree to strongly
disagree and not gpplicable. The average percentage score for each domain is caculated (i.e.,, compute the
average raings for theitemsin each domain for al completed surveys, excluding scores of 0) and these scores
are used to compare programs on these measures. Table 7-1 below shows the items to be scored within each
domain.

TABLE 7-1: MHSIP Consumer Survey Domains

Domains [tem Numbers

1. Access 4,5,6,7,8,19

2. Appropriateness 9, 10, 11, 12, 13, 14, 15, 16, 17, 18
3. Outcomes 20, 21, 22, 23, 24, 25, 26

4, Satisfaction 1,23

Scoring procedures that seem to have worked for researchers in the field have been to compute the means for
each item or domain and graph changes over time. It isnot gppropriate to analyze overdl scores. Thekey is
to provide andyses that support the county’ s program evauation efforts. The god isto use the data for qudity
feedback.



Administration Procedures

The MHSIP Consumer Survey is to be administered to all target population clients (see page 2-4 for description a
of the target population) annualy and at discharge.

Notethat, unlike the Children’s Perfor mance Outcome program, the adult satisfaction instrument (the
MHSIP) should be distributed on the same date as the other instruments (with the exception that this instrument
is not administered at intake). Thisis because the MHSIP is much more than a satisfaction questionnaire. It
collects a variety of information on perceived outcomes, access to care and service appropriateness. In addition
to being useful for program evauation, this information will be linked to the other outcome instruments to measure
the California Mental Health Planning Council’ s domains.

How Should the MHSI P Consumer Survey be Administered?

DMH, acting on the recommendations of the Performance Outcome Advisory Group (POAG), is requiring
counties to collect the following information as part of the MHSIP survey: identification number, county code,
and link date.

The client ID number isthe client s CDSCSl case number.

The county code is the county’s CDS/CSI identification number.

The link date is the date used to link the set of forms administered to a client at a given assessment. Itis
not necessarily the date the client was scheduled for instrument administration, although it can be.
Whatever date is used, it should be rdatively close to the scheduled administration date and must be the
same asthe link date used on the other instruments (see Chapter 11, page 11-14).

Before the MHIP is given to the client for completion, it is critica that the correct client identification
number, county code, and link date be entered in the gppropriate fields.  This information should be
identical on each of the forms for agiven adminidration.  Additiondly, the client should be informed thet his or
her responses will not be shared directly with the clinician and will only be used for program evauation
pUrpoSes.

Confidentiality

Client confidentidity must be assured as part of the process of collecting consumer satisfaction data.
Therefore, it is recommended that when a client is sent or handed a satisfaction survey, a notice of
confidentidity of data be included to reassure the client.

To encourage accurate responses, it is crucia that respondents to the MHSIP Consumer Survey be assured
confidentidity of their responses so they will not have any fear of retribution. It should never bereturned
directly to the clinician. It isrecommended that it be placed in a seded envelope after completion by the
respondent. Clinicians and other service providers should only receive aggregate summary data.

A county may want to provide an “ Assurance of Confidentidity” Ietter dong with the instrument when given to
the respondents. The following is an example of the text of such aletter:



“This letter isto assure you as a client receiving menta hedlth services through [insert
your agency namg| that the MHSIP Consumer Survey that you are about to fill out is
confidentia. Y our thergpist will not see this and your responses will in no way affect
your right to service. Because [insert county name] County will use the resultsto
improve qudity of service, we are interested in your honest opinions, whether they are

positive or negative. Thank you for your cooperation and help in improving our service
toyou.”

Frequently Asked Questions

Whét if aconsumer wants assstance in completing thisinstrument?

Some assistance in the mechanics of how to complete the form may be provided by clericd staff or apeer
counselor; however, actua responses to the questions should be made only by the consumer.

What if the client is unsure of what is meant by sdlf-hep?

Sdf-hep is defined as a group in which people help themselves and provide support to others. Sdf-help
can include sdf-help meetings, self-help centers, learning new kills, and/or peer counsding. Thereisno
charge to members. Thereisno professiona counselor in attendance.



Sour ces of Further Information

American College of Mentd Hedlth Adminigration (1997). The Santa Fe Summit on Behavioral Health:
Preserving quality and value in the managed care equation, Final Report. Pittsburgh, PA:
American College of Mentd Hedth Adminigration.
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Branch, Divison of State and Community Systems Development, Center for Mental Hedlth Services,
(contract no. 280-96-0003).

Teague, Gregory B.; Ganju, Vijay; Hornik, John A.; Johnson, J. Rock; McKinney, Jacki (1997). The MHSIP
mental hedlth report card: a consumer-oriented gpproach to monitoring the quality of menta health
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Ordering I nformation

The MHSIP Consumer Survey isa public domain instrument. Master copies may be obtained by contacting
the Department of Mental Hedlth at:

Department of Mental Health

Research and Performance Outcome Devel opment
1600 9th Street, Sacramento, CA 95814

Phone (916) 654-0471, FAX (916) 653-5500

HCIA-Response. For counties usng the MHI P with HCIA-Response technology, contact them at the
number below for ordering information.

HCIA-Response

950 Winter Street, Suite 3450

Waltham, MA 02451

Phone: (800) 522-1440, FAX (781) 768-1811
http://mww.hcia.com
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. MHSIP Consumer Survey .

This survey was developed through a collaborative effort of consumers, the Mental Health
Statistics Improvement Program (MHSIP) community, and the Center for Mental Health Services.

INSTRUCTIONS: This survey will help us to improve our mental health services for you. Your answers will be
kept confidential and will only be used to evaluate and improve the services here. Please indicate your
agreement or disagreement with each of the statements below. Fill in the circle that best represents your
opinion.

Client ID Number Link Date (mm-dd-yyyy)
0123456789ABCDEFGHIJKLMNOPQRSTUVWXYZ I | | I | | | | | | |

.

VOO NPBWN—O

County
0123456789

938383858

Strongly Agree lam Strongly Not
Agree Neutral Disagree Disagree Applicable
5 4 3 2 1 0

1. llike the services that | received here. O O O O O @)

2. If I had other choices, | would still choose to @) @) O @) @) @)
get services from this agency.

3. | would recommend this agency to a friend @) O O O O O
or family member.

4. The location of services was convenient @) @) @) O @) @)
(parking, public transportation, distance, etc.)

5. Staff were willing to help as often as | felt O O @) O @) O
it was necessary.

6. Staff returned my calls within 24 hours. O O O O O O

7. Services were available at times that were O @) O @) O O
good for me.

8. | was able to get all the services | thought | O O O @) O O
needed.

9. Staff here believed that | could grow, @) @) @) @) O O
change, and recover.

10. | felt safe to raise questions or complain. O O O O O @)

11. Staff told me what side effects to watch for. O @) O @) O @)

12. Staff respected my wishes about who is, @) O O @) O O

and is not, to be given information about

my treatment. Please Continue on Page 2
Client ID Number (Must be entered on each page and is used to link pages)

n
. page 1 of 2 [ | I I .




L !
| |

Strongly Iam Strongly

Agree Disagree Not
A%ree g ) Neu;ral 92 Dis:gree Ap pliocable

13. Staff were sensitive to my cultural/ethnic @) O O O O O
background.

14. Staff helped me so that | could manage my O O O O O O
life and recover. ~

15. | felt that | was treated with respect by the @) O O O O @)
receptionist.

16. | felt comfortable asking questions about @) @) O O @) @)
my treatment and medication.

17. Staff and | worked together to plan my O @) O O O O
treatment.

18. |, not staff, decided my treatment goals. O @) O O O O

19. | was given written information that | could O O @) O @) O

understand.

As a Direct Result of Services | Received:

20. | deal more effectively with daily problems.
21. | am better able to control my life.

22. | am better able to deal with crisfs.

23. | am getting along better with my family.
24. | do better in social situations.

25. | do better in school and/or work.

O OO0 OO0 O
© 00O0O0O0O0
O OO OO O O
O OO0 OO O O
O OO0 O O O
O OO0 O O O

26. My symptoms are not bothering me as

much.
27. How did you become involved with this program?
O | decided to come in on my own.

O Someone else recommended | come in.
O I came in against my will.

28. What would you like to see changed about this program? (Write comments in box below)

29. Do you currently attend self-help? 30. If YES, how often do you participate?
OYes O NotAvailable O No O Daily O Weekly O Monthly O Occasionally

Client ID Number (Must be entered on each page and is used to link pages)

B —=JIN |




CHAPTER 8
CALIFORNIA’S PERFORMANCE OUTCOME DOMAINS'
AND INDICATORSFOR ADULTSWITH SERIOUSMENTAL ILLNESSES

The CaliforniaMental Health Planning Council (CMHPC) has been assigned by the legislature the authority and
responsibility for establishing performance outcome domains for adults with serious mental illnesses (SM1) in the California
public mental health system and to approve the specific indicators to be used to measure these outcome domains. The
performance outcome domains approved by the CMHPC for adult clients with SMI are: Living Situation, Financial Status,
Productive Daily Activity, Psychological and Physical Health, Avoiding Legal Problems, and Social Support Network
(Cultural Competenceislisted in Attachment 1 as a process indicator).

This section lists these domains and under each provides one or more indicators approved by the CMHPC which can be

used to evaluate a county’ s performance in that domain. An appendix at the end of this section contains copies of relevant
CSl variables.

|.  Outcome Domain®: Living Situation

1

Value :
Adult clients with serious mental illnesses (SM1)? have theright to live in a satisfying
environment with as much privacy and independence as possible given their mental or physical

illness(es).

®» Desired Outcome 1:
Adult clientswith SMI are living in the most appropriate setting (i.e., privacy, independence,
etc.) given their functional ability and mental and physical health.

Indicator

Evaluation of changes over timein the percentage of adult clients with SMI in various living situations by level of
psychological functioningand level of physical functioning.

Possible Data Sour ces:
- Living arrangement:
QL-S~ #2
cs?® P-09.0
Psychological functioning:
BASIS32 Depression and Anxiety Scale, and Psychosis Scale
cs S-09.0 (Principal MH Diagnosis)
S-10.0 (Secondary MH Diagnosis)
GAF Score P-04.0



Outcome Domain: Living Situation (cont.)

®» Desired Outcome1 (cont.)

Physical functioning:
BASS32 #19

CA-QOL #15 (rate health - 5 categories)
#16a, #16b (satisfaction with health/physical condition)
(mean score 5+ on D/T scale)

QL-S- #17 (rate health - 5 categories)
#18 (satisfaction with health (mean score 5+ on D/T scale))

cs S-11.0 (field may be used to report additional Mental Health
(MH) or Physical Health diagnoses)
P-07.0 (Do physical health disorders affect MH? Y es/No)

Indicator

Evaluation of changes over time in the percentage of adult clientswith SMI in lessrestrictive versus more
restrictive living situations.

(Categorize CSl Living Arrangement codes by level of restrictiveness)

Possible Data Sour ces:
CS P-09.0

®» Desired Outcome 2:
Adult clients with SMI report acceptable levels of satisfaction with their living Stuation.

Indicator
Increase over time in the percentage of adult clients with SMI who report being satisfied (mean score
5+ on D/T scde) with ther living Stuation.

Possible Data Sour ce:
CA-QOL Satisfaction with Living Situation Subscale
This subscale includesitems:
#2a (general satisfaction), #2b (privacy), #2c¢ (permanency)

QL-SF #3 (privacy)



Outcome Domain: Financial Status

Value
Adult clients with serious mental illnesses (SMI) should have sufficient income for food, clothes,
housing, transportation, and fun.

® Desired Outcome:

Adult clients with SMI report having sufficient income for food, clothes, housing, trangportation, and
fun.

Indicator 1
Evaluation of changes over time in the amount of available income reported (after paying for housing and food).

Possible Data Sour ces:

CA-QOL #9 (income categories - reported for last month)

QL-SF #12 (income categories - reported for last month)
(recoded categories for both are $50 or under, $51 to $100, or over $100

Indicator 2
Evaluation of changes over time in the percentage of adult clients with SMI who report having sufficient income
for food, clothes, housing, transportation, and fun.

Possible Data Sour ces:

CA-QOL #10a,b,c,d,e

QL-SF #13ab,c,d,e

(both instruments ask “ did you have enough money to cover the above categories’ yes/no responses
for each)

® Desired Outcome:

Adult dientswith SMI report acceptable levels of satisfaction with their financia satus.

Indicator
Increase over time in the percentage of adult clients with SMI who report that they are satisfied
(mean score of 5+ on D/T scale) with their financia Stuation.

Possible Data Sour ces:

CA-QOL #11a (amount of money get), #11b (how comfortable financialy),
#11c (amount available for fun)

QL-SF #14 (how well off financially)



[Il.  Outcome Domain: Productive Daily Activity

Value:
Adult clients with serious mental illnesses (SM1) have the right to be involved in meaningful and
satisfying activities, including educational, volunteer, and work programs.

®» Desired Outcome:
Adult clientswith SMI are participating in productive activities such as educational, volunteer, and work programs.

Indicator 1

Increase over time in the percentage of adult clients with SMI who report participation in productive
activities (i.e., educationa, volunteer, or work programs).

(thiswill be analyzed overdl as well as broken down into the three separate categories. education,
volunteer, work)

Possible Data Sour ces:
QL-S- #4a (paid job), 4b (schoal), 4¢ (volunteer), 4e (day program)
#5 (which one was main activity)

cs?® P-03.0 (Employment status - including full-time, part-time;
non-competitive job market, and not in paid work force
(e.g., student, volunteer, actively looking for work)

Indicator 2

Increase over time in the percentage of adult dlients with SMI who report having less difficulty with
daily activities (i.e., educationd, volunteer, or work programs).

(thiswill be analyzed overdl as well as broken down into the three separate categories. education,
volunteer, work)

Possible Data Sour ces:
BASIS-32 Daily Living Scale (which includes #3, #4, and #5)
or individual items#3 (work), #4 (school), #5 (leisure)

MHSP* #25 (“1 do better in school and/or work”)



Outcome Domain: Productive Daily Activity (cont.)

Indicator 3
Increase over time in the percentage of adult clients with SMI who report acceptable levels of satisfaction (mean
score of 5+ on D/T scale) with leisure activities.

Possible Data Sour ces:
CA-QOL satisfaction with Leisure Activities Scale
#3b (pleasant things), #3c (fun), #3d (relaxation)

#3a (satisfaction with way spend spare time),

QL-SF #6 (satisfaction with amount of fun)
#7 (satisfaction with how spend time)



V. Outcome Domain: Psychological and Physical Health

Value:

The amount of psychological distress that adult clients with serious mental illnesses (SMI)
experience should be minimized.

®» Desired Outcome:
Adult clientswith SMI are experiencing less psychological distress.

Indicator 1

Increase over time in the percentage of adult clients with SMI who report a decreased level of

psychologica disiress.

Possible Data Sour ces:

BASIS-32 Psychosis Scale, Depression/Anxiety Scale, Impulsive/Addictive Scale
CA-QOL #1, #17 (generd life satisfaction)
#16¢ (emotional well-being)
QL-SF #1, #19 (generd life satisfaction)
(mean score of 5+ on D/T scale for these instruments)
MHS P #26 (“My symptoms are not bothering me as much”)
GAF Score CSl database P-04.0 (from clinician’s perspective)

®» Desired Outcome:
Adult clientswith SMI are functioning better.

Indicator

Increase over time in the percentage of adult clients with SMI who report having less difficulty with

aress of life functioning.

Possible Data Sour ces:
GAF Score CSl database P-04.0 (from clinician’s perspective)

BASS-32 Daily Living, Role Functioning Scale, Relation to Self/Others Scale

MHS P #20, 21, 22, 23, 24, 25 (various areas of life functioning)



V. Outcome Domain: Psychological and Physical Health (cont.)

Value:
Because of the many physical illnesses co-occurring with mental illnessesin adults, it is essential
that the physical distress that adult clients with serious mental illnesses (SM1) experience should
be minimized.

®» Desired Outcome:
Adult clientswith SMI are experiencing reduced physical distress.

Indicator 1
Decrease over time in the percentage of adult clients with SMI who report physical hedlth problems.

Possible Data Sour ces:

BASIS-32 #19 (difficulty with physical symptoms - such as headaches, sleep
disturbances, stomach aches, dizziness, etc.)
(ascore of < 2 on thisitem)

CA-QOL #15 (5 categories)
QL-S- #17 (5 categories)
(ascoreof < 4 for either of thesetwo items)

Indicator 2
Increase over time in the percentage of adult clients with SMI who report satisfaction with thar
physical hedth (mean score of 5+ on D/T scale)

Possible Data Sour ces:
CA-QOL #16a (health in general), 16b (physical condition)
QL-S- #18 (health ingeneral)



V. Outcome Domain: Psychological and Physical Health (cont.)

Value:

Adult clients with serious mental illnesses (SM1) should have the opportunity to live life free from
substance abuse and misuse (al cohol, street drugs, prescription drugs, over-the-counter
medications), drug interactions, and adverse side effects.

®» Desired Outcome:
Adult dientswith SMI are experiencing reduced impairment from substance abuse or misuse.
Indicator
Decrease over time in percentage of adult clients with SMI who report impairment resulting from
Substance abuse or misuse.

Possible Data Sour ces:
BASIS-32 #28 (alcohal), #29 (illegal drugs)
(ascore of 0 = nodifficulty, 1 = alittle difficulty)

cs?® P-05.0 (“ does substance abuse affect mental health”)




V.  Outcome Domain: Avoiding Legal Problems

Value
Adult clients with serious mental illnesses (SMI) have the right to be free from physical and social
exploitation and live in a safe and secure environment.

®» Desired Outcome:
Adult clients with SMI are experiencing fewer arrests.

Indicator
Decrease over timein the percentage of adult clients with SMI who report being arrested.

Possible Data Sour ces:
CA-QOL #13 (reported in categories of 0 to 6 arrests for last month)
QL-SF #15c (yes/no for past month)

® Desired Outcome:
Adult clientswith SMI are experiencing less victimization.

Indicator
Decrease over time in percentage of adult clients with SMI who report being victimized.

Possible Data Sour ces:
CA-QOL #12a (victim of violent crimein past month, yes/no)
#12b (victim of non-violent crimein past month)

QL-SF #15a (victim of violent crime in past month)
#15b (victim of non-violent crime in past month)

Indicator
Increase over time in the percentage of adult clients with SMI who report acceptable level s of satisfaction (mean
score of 5+ on D/T scale€) with their safety.

Possible Data Sour ces:
CA-QOL #14a (neighborhood), 14b (safe where live), 14c (protection)
QL-SF #16 (protection they have against being robbed or attacked)



VI. Outcome Domain: Social Support Network

Value:
Adult clients with serious mental illnesses (SM1) should have a satisfying social support network
of family and friends.

®» Desired Outcome:
Adult clientswith SMI are building effective support networks through increased activities with family, friends,
neighbors, or other social groups.

Indicator 1
Increase over timein the frequency/amount of social contacts for adult clients with SMI.

(thiswill be analyzed for socia contacts overdl as well as broken down into the two categories of

family and friends)
Possible Data Sour ces:
CA-QOL #4, 5 (family), #7a, 7b, 7c, 7d (socid relations)
QL-SF #8a, 8b (family), 10a, 10b, 10c, 10d (social relations)

(for both instruments, these are categorical questions-" not at all” to “ daily”)

Indicator 2

Increase over time in the percentage of adult clients with SMI who report less difficulty with their social contacts
(family, friends, social groups, etc.).

(thiswill be andyzed for socid contacts overdl aswell as broken down into the two categories of

family and friends)
Possible Data Sour ces:
BASIS-32 #7 (relationships with family), #8 (people outside family)
MHSIP #23 (family), #24 (social situations)

Indicator 3

Increase over time in the percentage of adult clients with SMII reporting acceptable levels of
satisfaction (mean score of 5+ on D/T scale) with their social contacts (family, friends, social
groups, etc.). Thiswill be andyzed for socia contacts overdl aswell as broken down into the two
categories of family and friends.

Possible Data Sour ces:

CA-QOL, Satisfaction with Family Relations Scale (#6a, #6b)
Satisfaction with Social Relations Scale (#3a, #8b, #8c, #3d)

QL-SF #9 (family) , #11(friendship in life)



Attachment 1

Process Indicator: Cultural Competence®

Value:
All aspects and functions of the mental health system should be culturally competent and
acknowledge and incorporate the importance of culture, language, the value of cultural diversity,

the expansion of cultural knowledge, and the adaptation of servicesto meet culturally unique
needs.

®» Desired Outcome:
Culturally competent services are being provided to adult clients with serious mental illnesses (SM1).

Indicator 1
Increase over time in the percentage of adult clients with SMI from ethnic minorities who report
acceptable levels of satisfaction with services (MHSIP items analyzed by race/ethnicity).

Possible Data Sour ces:
MHSIP Consumer Survey All questions apply - analyze by ethnicity code
(rate statements as agree or strongly agree)

cs® C-06.0 (Ethnic Codes)
QL-SF #23 (family origin codes)
Indicator 2

Increase over time in the percentage of non-English speaking adult clientswith SMI from threshold
languages who recelved services in their language of choice.

Possible Data Sour ce:

MHS P Consumer Survey #13 - “ Staff were sensitive to my cultural/ethnic
background.”
#19 - “1 was given written information that | could
understand.”

cs® C-07.0 (Primary Language Codes)



Notes

1 Outcome domains and value statements are from the Cdifornia Mental Health Planning Council.

2. SMI refersto the target population of adult clients with serious mentd illnesses served by Cdifornid s
public menta hedth system.

3. If acounty is not currently providing this information through CSl, it must report it on a separate face
Sheset.
4, MHSIP Consumer Survey Short Form (26-item version).

5. Cultural Competenceis not considered a separate performance outcome domain by the CMHPC, but
rather a processindicator. One of the ways cultural competence can be evauated may be found in
Attachment 1.
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CHAPTER 10
ADMINISTRATIVE ISSUES

Correctly completing each of the performance outcome forms is essentia to ensuring the usefulness of the deta
that are gathered from the Adult Performance Outcome System.  In particular, certain parts of each ingrument
MUST be completed fully and correctly before digtribution to the dinician or consumer. This sectionis
intended to provide step-by-step ingtructions in the form completion and data collection process.

Preparing the Forms

Befor e the forms are given to the dinician or client for completion, it is critica that the correct client
identification (D) number, county code, and link date are entered in the appropriate fields.

Thedlient ID number isthe client’'s CDS/CS county client number.

The county code isthe CDS/CSl identification number of the county.

Thelink date iswhat we are using to link sets of forms that were administered to aclient a agiven
assessment. The specific date thet is entered in the link date field is not nearly so important as the fact that
thelink date should be the same on each instrument for a given administration. Some counties are
using the month and day of the client’s intake date as their link date along with the current year (note, the
link date year must be the year the instruments were administered).  Other counties are using the date that
the coordinated care plan was developed. Still others are using the date that the insruments were
scheduled to be administered.

Examples of forms with these three fields completed for a hypothetical client are provided at the end of this
chapter.

Link Date

On each form (except the QL-SF) thereis adate field called the “Link Date.” Completing the link date is
critica. The same link date must be entered on both face sheets, the BAS S-32, whichever quality of life
instrument a county is using and, where appropriate, the MHS P consumer survey. This date, aong with client
ID and county ID, is used in the linking of forms for any given administration. (Instructions concerning QL-SF
data are on page 10-4).

It is recommended that clerical staff, before giving the formsto the clinician for distribution to the client,
enter the scheduled administration date in that field. Again, this indicates the date that the forms were given to
the clinician, not the date the forms were actually completed. This date must be the same on al of the forms for
agiven administration time (i.e., intake, annua review, discharge).



Note that, unlike with the Children’s Performance Outcome program, the adult satisfaction instrument (the
MHSIP) should be distributed on the same date as the other instruments (with the exception that this instrument
is not administered at intake). Thisis because the MHS P is much more than a satisfaction questionnaire. It
collects a variety of information on perceived outcomes, access to care and service appropriateness. In addition
to being useful for program evauation, this information will be linked to the other outcome instruments to measure
the California Mental Health Planning Council’ s domains.

Instructions Specific to Completing Each I nstrument

Client |dentification Face Sheet

This face sheet isto be completed only onetime. For new clients, thiswould be at intake. For continuing
clients, thiswould be &t the time of their first annua review when the client completes the insruments for the
firg time,

Asnoted earlier, asingle individud (probably derica gaff) should havefilled in the dient 1D number, county
code and link date before the instruments were distributed. These three fidds should be the same on each of
the outcome forms.

The dinician, or somebody who is very familiar with the client, should complete the rest of the Client
Identification Face Sheet. Alternatively, this form could be completed as part of an interview.

The information on the Client | dentification Face Sheet includes rdatively stable data

Client ID Number

County Code

Link Date

Intake Date

Client Socid Security Number

Client Ethnicity

Client Gender

Client Date of Birth

Client Frg Initid (first initial of legal first name)
Client Lagt Initid (first initial of legal last name)
Client’s Primary Diagnostic Category

Does client understand spoken English (Y es, No)
Does client understand written English (Yes, No)



Supplementa Client Information Face Shest

The Supplementa Client Information Face Sheet isto be completed at intake, annudly, and at discharge. The
information on this form will eventudly be collected by the Client Services Information (CSl) System.
However, the CSl will not be fully operationa and stable for ayear or more. Therefore, thisform, or one that
the county crestes which collectsidentical data, must be used until the county is fully compliant with CS
reporting requirements.

Asnoted earlier, asngle individua should have filled in the client ID number, county code and link dete before
digtribution. These three fidlds should be the same on each of the outcome forms.

Again, with the exception of the client ID number, county code, and link date, either the clinician or somebody
who is very familiar with the dient should complete the Supplementa Client Information Face Sheet.

Please notethat at discharge, one additional question isto be answered: Type of Discharge. Evenif
the client smply drops out of services, and o, is an unofficid discharge, this should be noted. The reason this
information is S0 critica is because, when evauating outcomes, it isimportant to distinguish between those who
successfully completed their programs and those who did not.

The information on the Supplementa Client Information Face Sheet includes some stable, linking data and
some data which may change over time:

Client ID Number

County Code

Link Date

Client Current GAF Score

Client's Primary Employment Status
- Type of Employment

- If injob market, how many hours per week?

- If not in job market, which category applies (CSI codes)

Current Living Arrangement (CSl Codes)

Type of Discharge (completed only at discharge)
Sdf-discharge (Againgt Medicd Advice (AMA))

- Formd Discharge (AMA)

- Formd Discharge (Completed Program)

- Other



Behavior and Symptom Identification Scale (BAS S-32)

The BASS-32 isaclient sef-report instrument. 1t is designed to be sdf-administered by the client. However,
due to functiona and literacy issues, the client may require varying degrees of assstance in order to complete
the BAS S-32.

Before the BAS S-32 is given to the client for completion, it is critica that the correct client identification
number, county code, and link date be entered in the gppropriate fields. For each client, thisinformation
should be identical on each of the forms for a given adminigtration.

Cdifornia Qudlity of Life Survey (CA-QOL)*

Like the BAS S-32, the CA-QOL isaclient sdf-report instrument (i.e., it is designed to be self-administered by
the client). Again, dueto functiond and literacy issues, the client may require varying degrees of assstancein
order to complete the CA-QOL. Our research indicated that most pilot participants were able to complete
ether instrument without ass stance (gpproximately 60%). Approximately 23% required some assistance.
Reatively few participants required totd interviewer administration (gpproximately 15%).

Before the CA-QOL isgiven to the client for completion, it is critica that the correct client identification
number, county code, and link date be entered in the appropriae fields. Thisinformation should be identica
on each of the formsfor a given adminidration.

* Note: A county will choose one quality of life instrument to administer — not both.

Lehman's Qudlity of Life— Short Form (QL-SF)*

The QL-SF isdso adlient slf-report instrument, and, Smilar to the other instruments, the client may require
varying degrees of assstance. Again, our research indicated that most pilot participants were able to complete
ether instrument without ass stance (gpproximately 60%). Approximately 23% required some assistance.
Reatively few participants required totd interviewer administration (gpproximately 15%).

The QL-SF was formatted by a private vendor and is currently undergoing revison. Currently, specific fidds
for client identification number, county code, and link date ether are either not on the ingrument, or not in
the same format as the other ingruments. Counties must dtill collect these data and then recode if necessary
and report them in the format prescribed in the data dictionary.



Before the QL-SF isgiven to the client for completion, it is critical that the correct client identification
number, county code, and link date be identified with the instrument for later transmisson.

For counties using the QL-S, please note:

Counties with alphanumeric client identification numbers must put in place a method to
replace the numeric codes currently provided on the QL-SF with the appropriate client
ID codes as reported to the CDS/CS.

The MIS number on the form (which corresponds to the Client ID number) does not
allow for alpha characters. Therefore, if your county uses a combination of alpha-
numeric characters, this MIS number must be reformatted to reflect the identical Client
ID number reported to CS and as defined in the Adult Performance Outcome data
dictionary prior to reporting the data to the Sate.

* Note: A county will choose one quality of life instrument to administer — not both.

Mental Hedth Statigtics Improvement Program (MHS P) Consumer Survey

The MHSI P Consumer Survey is aso aclient salf-report instrument, but, unlike the other instruments, assistance
must not be provided directly by the clinician. Thisisto assure client confidentiality and encourage honesty.
Some assistance in the mechanics of how to complete the form may be provided by clerica staff or peer
counsdlor, including reading the form for clients who are unable to read. However, the actual responses to the
questions should be made only by the consumer.

Before the MHSP isgiven to the client for completion, it is critica thet the correct client identification
number, county code, and link date be entered in the gppropriate fields. This information should be identical
on each of the forms for agiven adminigration.  Additiondly, the dlient should be informed thet his or her
responses will not be shared directly with the clinician and will only be used for program eva uation purposes.

For All Ingruments

The bubbles must be filled in carefully and completely to ensure correct interpretation.






